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HE FIRST few decades of the 

Sixteenth Century, if compared 
to a stage, presented a cast of such 
brilliant actors that few compar- 
able periods have ever rivaled 
them. The last years of Christo- 
pher Columbus coincided with the 
boyhood of Ignatius Loyola. 
Meanwhile Martin Luther ad- 
vanced from university studies to 
sacred ordination and a pilgrimage 
to Rome in 1510. In 1509 Henry 
VIII of England married his broth- 
er Arthur’s widow, Catherine of 
Aragon, and then was crowned 
King of England. Spanish ships 
bore missionaries across the Atlan- 
tic to evangelize the newly dis- 
covered lands. Everywhere the 
relatively new art of printing was 
employed for the diffusion of 
books more sacred than profane. 
At Rome the mundane atmosphere 
that swirled around Alexander VI, 
the warlike Pontiff Julius II, and 
the dilettante Leo X of the Flor- 
entine Medicis was brightened by 
the founding at Rome of an Ora- 
tory of Divine Love to serve the 
poor, the sick, and the homeless. 
The apocalyptic voice of Savona- 
rola had been stifled in an execu~- 
tioner’s bonfire not long before the 
close of the previous century in the 
same city that had been graced by 
a holy archbishop, Saint Antoni- 
nus. Soldiers, students, beggars, 
pilgrims, vagabond religious, eccle- 
siastics of all types, artisans, ar~- 
tists, and musicians crowded onto 
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this stage amid the better known 
figures of monarchs, popes, and 
supposed religious reformers. 


Anthony Mary Zaccaria was one 
of the noble spirits of the opening 
decades, moved by grace and in- 
stinctive motions of generosity to 
fill his thirty-seven years of life 
with the appealing virtues of char- 
ity and compassion. Born in Cre- 
mona in 1502, he was told in child- 
hood of the Zaccaria family’s fame 
in Genoa where one ancestor, Ben- 
edict, had been an admiral and 
was related by marriage to the 
Byzantine Emperor. Widowed 
soon after Anthony’s birth, the 
mother raised her son in such a 
manner that his later life would 
prove a signal credit to her. 


The medical profession was held 
in esteem and in those northern 
regions of the Italian peninsula its 
practice was largely limited to the 
nobility. The Universities of Pavia 
and Padua, neither too far from 
his home, trained Anthony in med- 
ical science. He returned to Cre~ 
mona to join the illustrious group 
of doctors who owed their associa-~ 
tion to the foresight of Duke 
Sforza. Anthony soon showed 
himself eager to do more for people 
than heal their bodies. Once his 
hospital visits were concluded he 
gathered children together in his 
home, and later in an adjoining 
church, where he taught them the 
truths of religion. Under expert 
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spiritual direction and enriched by 
his reading of Aquinas, Bonaven-~- 
ture, and Saint Paul he filled copy 
books with fervent sermons and in- 
structions. Thus developed his vo- 
cation to preach and to save souls. 
The fervor of his voice was echoed 
by the children in their own homes 
and soon their parents and neigh- 
bors joined the willing audience. 
Anthony, ever restless, sought 
broader fields and went into the 
streets to hold high a crucifix. 
Over the humorous and even hos- 
tile remarks of passersby he called 
for penance. 


By the year 1528 his counsellors 
had urged him to become a priest. 
After a delay motivated by humil- 
ity that made him pause with the 
reception of minor orders he con- 
tinued on to the priesthood in his 
twenty-sixth year. Convinced that 
his Mass should be a time of union 
with God he dispensed with music, 
flowers, and every non-essential 
element that might prove distract- 
ing. Asa priest he left the altar to 
take on the hearing of confessions 
followed by visits to hospitals and 
prisons. Although offered a con- 
siderable benefice that had been in 
control of the Zaccaria family he 
refused to seek comfort and se- 
curity. 


The path that would eventually 
lead Anthony Mary Zaccaria to 
the altar of Canonization! took him 
to Milan in 1530 as chaplain for 
Countess Torelli and her associ- 
ates. The countess had changed 
her name from Louise to Paula in 


1 May 15, 1897, during the pontificate of 
Leo XIII. His Feast Day is celebrated 
on July 5. 
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v.ew of the Pauline theme of her 
chaplain’s sermons. Aided by 
priests named Morigia and Ferrari, 
she encouraged him in gathering 
together young men of apostolic 
interests. This foundation, known 
officially as the Clerks Regular of 
Saint Paul, (popularly referred to 
as the Barnabites from the title of 
the house they occupied) was giv- 
en approval in 1535. The previous 
August had seen a small band of 
seven, led by Ignatius, gathered in 
a chapel on Montmartre in Paris, 
pronouncing together the vows 
that later would inspire the Society 
of Jesus. Simultaneously in Milan 
Anthony Mary Zaccaria was gath- 
ering men of like mind around him 
for the service of God and man. 


The nucleus of the new religious 
family had been found in the Con- 
fraternity of Eternal Wisdom 
which met at the Augustinian 
Church of Saint Martha. This 
group, similar to the better known 
Oratory of Divine Love, based 
works of charity on practices of 
piety and devotion. In a land 
ripped by imperial troops and crip- 
pled by recurrent plagues such 
centers of prayer and charity were 
oases of hope. The now universal 
Forty Hours Devotion was inau- 
gurated in this setting as a means 
of petition for release from plague 
and disaster. 


The Barnabites in simple garb 
observed simple customs and de- 
voted themselves to the hearing of 
confessions and to the observance 
of the liturgical life of the Church. 
Insisting on strict silence in their 
churches, the beauty of their cere- 
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monies brought crowds to the 
doors to participate in the adora~- 
tion of the Holy Eucharist. Street 
missions, penitential processions, 
hours of service to the sick in home 
and hospital and the persuasive 
sermon of good example were the 
outstanding characteristics of their 
institute. They served Saint 
Charles Borromeo in the vast re- 


forms he enforced in Milan which 
served to set an example to the 
rest of the Catholic world. 


This was the life and work of 
Anthony Mary Zaccaria, noble- 
man, physician, priest, and saint. 
He stands as a heavenly patron 
for all who desire to attain noble 
qualities, to serve others, and to 
reach eternal union with God. 


74 Note of “Thauks..., 


‘I wish to express my appreciation and gratitude for 


the spiritual bouquet and generous burse given to me by 


members of the Guilds on the occasion of the twenty-fifth 


anniversary of my ordination to the priesthood. May God 


bless all of you for your generosity and thoughtfulness. 
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John J. Flanagan, S.J. 
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The Moral Law and Obstetric Practice 


JosepH P. DonnE tty, M.D., F.A.C.S. 


le A Medico-Moral Seminar 

such as this had been held 
thirty years ago, we would have 
found that there were wide areas 
of disagreement between what was 
then thought to be good obstetrical 
practice and the natural moral law. 


I remember this well because at 
that time I was a medical student 
and was undecided whether I 
should go into obstetrics or pedi- 
atrics. In discussing my problem, 
a well trained Catholic physician 
said to me, “I don’t see how a 
Catholic physician could be very 
happy doing obstetrics because of 
the great conflict between the 
moral law and obstetrical prac- 
tice.” 


It was the thought of the day 
that pregnancy was a great bur- 
den, not a physiological act, and 
that the pregnancy should be in- 
terrupted if the patient’s health 
was impaired by any medical com- 
plication such as pyelitis, heart 
disease, vomiting of pregnancy, 
multiple sclerosis, et cetera. 


In 1930 it was also true that 
some bewildered daughters of Eve 
attending our Catholic Colleges 
seemed to remember only one bit 


Dr. Donnelly is Medical Director, Mar- 
garet Hague Maternity Hospital, Jersey 
City, New Jersey and Professor of Ob- 
stetrics and Gynecology, Seton Hall Col- 
lege of Medicine, New Jersey. This paper 
was given as a program participant of a 
Medico-Moral Seminar held at St. Francis 
Hospital, Trenton, New Jersey early this 
year. 
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of misinformation from their ethics 
course: that it was the duty of the 
Catholic physician to allow the 
mother to die and to save the baby. 
To paraphrase Gilbert and Sulli- 
van, the lot of the Catholic obste- 
trician was not a happy one. 


However, the last thirty years 
have brought great changes. Now 
almost everyone agrees that as the 
obstetricians increased in wisdom 
and understanding they suddenly 
discovered they were in agreement 
with natural moral law and that 
there were no longer any medical 
indications for therapeutic abor- 
tion. 


There were many leaders in the 
struggle to establish the concept 
that good obstetrical practice is in 
agreement with both the natural 
and moral law. 


I should just like to offer a few 
words of appreciation and grate- 
fulness to all those discerning and 
courageous obstetrical leaders who 
made the practice of obstetrics a 
little sounder and easier for all of 
us. Particularly, I should like to 
mention a certain few who directly 
influenced me. 


First, Dr. James F. Norton, 
Chief of the First Division of the 
Margaret Hague Maternity Hos- 
pital whom many of us knew as a 
former President of the Medical 
Society of New Jersey and as a 
Vice-President of the American 
Medical Association. 
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In the early days of the Mar- 
aret Hague Maternity Hospital, 
r. Norton worked many extra 
ours with Dr. John Connell and 
he other members of the First 
ivision to prove that in medical 
omplications of pregnancy the 
est treatment was to ‘forget the 
regnancy” and to treat the dis- 
ase. 


_ Dr. Norton also developed a 
technique of extraperitoneal sec- 
tion for infected cases,! which 
proved to be much safer for the 
mother and the child than the per- 
formance of a craniotomy. Today 
craniotomy on a living child has 
been completely discarded as an 
obstetrical procedure. 


After twelve years of experience 
as Medical Director of the Mar- 
garet Hague Hospital, Dr. Samuel 
Cosgrove, of happy memory, be- 
came convinced that medical indi- 
cations for therapeutic abortion 
were not justified. 


In 1944 he presented his views 
in a paper before the New York 
Obstetrical Society, “A Considera- 
tion of Therapeutic Abortion.’? 


This particular paper has been 
widely quoted and was probably 
the turning point in the struggle 
because the incidence of therapeu- 
tic abortion for medical reasons 
has steadily declined since then. 
Of all Dr. Cosgrove’s contribu- 
tions to the science and art of 
Obstetrics this was one of his 
greatest, and Catholic physicians 
owe a great debt of gratitude to 
this devout Methodist and fine 
Christian gentleman. 
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We also owe a debt of gratitude 
to Dr. Harold Gorenberg, the 
Chief of Medicine at the Margaret 
Hague Hospital who — as I will 
later show — has proven that preg- 
nancy is not deleterious to the 
patient with rheumatic heart dis- 
ease. 


Dr. Roy Heffernan of Boston 
has always been in the foreground 
of this controversy, and with Dr. 
William Lynch contributed a schol- 
arly article “Is Therapeutic Abor- 
tion Scientifically Justified?’ 
which musters the strongest medi- 
cal evidence against so-called indi- 
cations for therapeutic abortion. 


Dr. Joseph McGoldrick of 
Brooklyn and Dr. Bernard J. Han- 
ley of Los Angeles also made ex~- 
cellent contributions. There were, 
of course, many others throughout 
the country who contributed to the 
decline of therapeutic abortion for 
medical reasons, but to these 
named physicians I owe my per~- 
sonal gratitude. 


Let me now give you the facts 
and figures that demonstrate why 
at the Margaret Hague Hospital 
(a County hospital) only eight 
therapeutic abortions were per-~ 
formed in 215,000 deliveries and 
why since 1947 there has not been 
a single therapeutic abortion in the 
last 115,000 deliveries. 


Consider with me some of the 
former indications for therapeutic 
abortions — 


HypEREMEsIS GRAVIDARUM: One 
abortion for hyperemesis gravidar- 
um has been performed in these 30 
years. That occurred in 1939, This 
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patient was again pregnant in 
1941. She returned to our hospital 
and was admitted with the diag- 
nosis of hyperemesis. She was 
treated with glucose and psycho- 
therapy and was delivered at term 
of a healthy child. It would seem, 
therefore, that the abortion done 
in her 1939 admission was not 
medically justified. We have not 
had any maternal deaths from 
hyperemesis in 215,000 deliveries. 
We do not believe that therapeutic 
abortion for hyperemesis is justi- 


fied. 


It is interesting that today we 
seldom see a severe case of vomit- 
ing of pregnancy. This is probably 
due to the fact that patients no 
longer fear pregnancy the way 
they did thirty years ago. They 
adjust more quickly to it and also 
they know that vomiting is no 
longer an indication for therapeutic 
abortion. Severe hyperemesis to- 
day is a medical curiosity; and we 
do not see enough severe cases for 
the teaching of its treatment to 
students, 


Pyeitis: For many years our 
cases of pyelitis were treated with 
indwelling catheters and urinary 
antiseptics. They were often very 
difficult problems. However, since 
the use of sulfa drugs and the anti- 
biotics, pyelitis can be controlled 
during pregnancy. There is now 
no need for a therapeutic abortion 
in these cases. 


TUBERCULOSIS: Because our 
next door neighbor is the Hudson 
County Tuberculosis Hospital, we 
see our share of cases of tubercu- 
losis. Recent advances in the treat- 
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ment of pulmonary tuberculosis, 
both by surgical and medical tech- 
nics, have led almost all author- 
ities to conclude that the interrup- 
tion of pregnancy for tuberculosis 
is not necessary. 


Schaefer and _ Epstein*  re- 
viewed the case histories of 63 
patients who had therapeutic abor- 
tions because of advanced pulmon- 
ary tuberculosis. They found that 
the mortality rate was higher than 
in a similar number of patients 
with advanced tuberculosis who 
had full-term deliveries. 


Robert Cosgrove and Krueger® 
in a review of 128 pregnancies in 
our hospital concluded that there 
was no evidence that pregnancy or 
delivery exercised a deleterious 
effect on patients with pulmonary 
tuberculosis, 


Bowles and Domzalski® state 
that every investigator since 1916 
has consistently found that preg- 
nancy has no harmful effect on 
pulmonary tuberculosis. 


We have not done any abortions 
because of tuberculosis, and we 
have only had 1 death from tuber- 
culosis in the last 152,000 deliver- 
ies. This was a non-clinic patient 
of 31 weeks gestation who was 
admitted in coma and who died 
within 48 hours. 


MENTAL DisEasE: We have had 
very little experience with preg- 
nancy complicated by mental dis- 
ease. However, it is very doubtful 
that the interruption of pregnancy 
will cure any psychotic or psycho- 
neurotic state. 


Ebaugh and Hauser? have said 
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a ideas of guilt and of self-de- 
precation, centering around infan- 
ticide, might well disturb a poorly 
integrated personality to a psy- 
chotic degree. You have all met 
the patient who for years after an 
induced or therapeutic abortion 
had profound guilt feeling. It 
would be my impression that many 
more women have been admitted 
to institutions because of mental 
disease initiated by psychic scars 
of abortion than there have been 
women cured and discharged from 
the institution by the performance 
of therapeutic abortion. We have 
not done therapeutic abortions in 
these cases. 


CARCINOMA OF THE CERVIX: 
Treatment of this condition is es- 
sentially the same in the pregnant 
as in the non-pregnant woman: 
we treat the disease and disregard 
the pregnancy. If abortion should 
occur, it is incidental to the radium 
or x-ray treatment or surgery. 
There is under these circumstances 
no reason to classify it as a thera- 
peutic abortion. 


CARCINOMA OF THE Breast: Of 
those authors who have had a 
large experience with breast can- 
cer in pregnancy, only Adair be-~ 
lieves that interruption of preg- 
nancy will benefit patients with 
breast cancer. 


T. T. White’ in a review of 
1413 cases of breast cancer in 
pregnancy concludes that there is 
no evidence that interruption of 
pregnancy benefits these patients 
or prolongs their lives. 


It has been our method to treat 
the cancer and to forget about the 
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pregnancy since there is no evi- 
dence to show that an interruption 
of the pregnancy will arrest or fav- 
orably modify the disease. 


We have observed three in- 
stances of rapid spread of the 
cancer after the patient delivered, 
and one after an early miscarriage. 


We have seen no evidence that 
termination of pregnancy in any 
way prolongs the life of the patient 
with cancer of the breast. 


We do believe, however, that a 
patient with breast cancer should 
avoid future pregnancies. 


MuttipLe Scterosis: Fifty 
years ago, Von Hoesslin — on the 
basis of only four cases — wrote 
in the German literature that mul- 
tiple sclerosis was aggravated by 
pregnancy and that therapeutic 
abortion should be performed. This 
statement kept recurring in the lit- 
erature, and therapeutic abortions 
have been performed because of 
multiple sclerosis. 


In the last ten years, Tillman! 
at the Sloane Maternity Hospital 
and Sweeney? at Cornell have 
reviewed their cases and have been 
unable to discover any deleterious 
effect of pregnancy on multiple 
sclerosis or vice versa. Our ex~- 
perience in a few cases has been 
similar. We have not done any 
abortions because of multiple scler- 
osis. 


Rueumatic HeEarT DISEASE: 
Two therapeutic abortions for 
rheumatic heart disease have been 
performed in the Margaret Hague 
Hospital, both in 1935. The first 
patient died four days after the 
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operation. Since the analysis of 
345 of our patients with rheumatic 
heart disease was published in 
1941 by Gorenberg and Mc- 
Geary!!, we have not done ces- 
arean section or therapeutic abor- 
tion because of rheumatic heart 
disease. Instead six rules have 
been set down for the care of 
pregnant cardiacs: 


1. Extra bedrest, especially in the 
last three months, for all preg- 
nant cardiacs. 


2. Weekly visits for the cardiacs 
who are twenty-five years old 
or more. 


3. Immediate hospitalization for 
Class III and Class IV cardiacs 
and absolute bedrest until after 
delivery. 


4. Immediate hospitalization for 
the patient with a history of 
cardiac failure, with absolute 
bedrest until after delivery. 


5. Immediate hospitalization on 
first suspicion of decreased car- 
diac reserve. In the clinic we 
do not treat colds, bronchitis, 
sinusitis, and so forth, in a 
cardiac. We think that the only 
thing that can happen to a 
pregnant cardiac is heart fail- 
ure, until proved otherwise. 


6. Cesarean sections are per- 
formed for obstetrical indica- 
tions only. The most recent 
analysis shows that the inci- 
dence of cesarean section in our 
clinic cardiacs is 1.3 per cent 
against an overall hospital inci- 
dence of 4 per cent. 


This March we shall have com- 
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pleted 15 years without the death 
of a clinic patient with rheumatic 
heart disease; this represents over 
900 consecutive clinic cardiacs in 
approximately 40,000 clinic deliv- 
eries. We do not see how thera- 
peutic abortion could have im- 
proved this record. 


Does pregnancy shorten the life 
of a cardiac? 


A followup of 260 cardiacs de- 
livered between 1935 to 1940 was 


done in 1952 by Gorenberg and 
Chesley.16 


The cases were divided into two 
groups of 1) those with no later 
pregnancy and 2) those who had 
a subsequent pregnancy or preg- 
nancies, 


The percentage of survival after 
the ten year period was slightly 
greater in the patients who had 
one or more subsequent pregnan~ 
cies, a circumstance which would 
seem to prove that pregnancy per 
se did not have a bad effect on 
rheumatic cardiacs. 


This conclusion is not unique, it 
has also been pointed out by 
Nathan Flaxman of Chicago?2, 
Boyer and Nadus!1 in Boston, 
and Gilchrist and Murray-Lyon in 
Great Britain.1§ 


Another group of 133 severe 
cardiacs who between 1931 and 
1941, had either 1) auricular 
fibrillation 2) history of previous 
failure 3) presence of failure in 
first trimester of the present preg- 
nancy 4) Class III or IV before 
onset of pregnancy, was followed 
up 13 years later. 
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The severe cardiacs who had a 
subsequent pregnancy or pregnan- 
cies did as well and even a little 

better than those who had no sub- 
_ sequent pregnancy or pregnancies. 


In his textbook Jensen!4 states 
that the annual death rate for rheu- 
matic cardiacs between 20 to 40 
years of age is 26 per 1000 per 
year. The annual death rate of 
rheumatic cardiacs in our clinic 
series is 4 per 1000 per year. 


In other words it would seem 
that pregnancy has reduced the 
risk of death in cardiacs. 


Is pregnancy good for heart 
disease or is it that pregnancy 
brought these patients under the 
care of a competent cardiologist? 


We can conclude that a preg- 
nant woman with rheumatic heart 
disease under the care of an ob- 
stetrician and cardiologist is as 
good a risk as a non-pregnant 
female with rheumatic heart dis- 
ease of the same age. 


HypeErTENSIVE DISEASE: Pa- 
tients with fixed hypertension 
sometimes present complications 
resulting from a superimposed tox~ 
emia of pregnancy which is an 
imminent threat to the mother’s 
life. Chesley and Annitto,° in 
a review of 218 hypertensive pa- 
tients through 301 pregnancies in 
our hospital, made the following 
observations: 


1. Forty per cent of the patients 
showed a significant drop in 
mid-pregnancy blood pressure. 


2. Fifty per cent went through the 
pregnancy with essentially con- 
stant blood pressure. 
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3. Two-thirds of our patients went 
through pregnancy’ without 
superimposed pre-eclampsia. 
There were no immediate ma- 
ternal deaths in this group. 


4. However, among the third of 
the hypertensives whose preg- 
nancy was complicated by pre- 
eclampsia, there were six mater- 
nal deaths, or 7 per cent. If we 
could only determine which pa- 
tients would escape superim- 
posed pre-eclampsia, a good 
prognosis could be offered to 
two out of three hypertensive 
women. 


In the early years, four preg- 
nancies were interrupted because 
of hypertensive disease. There 
were two immediate deaths. The 
third patient died of cerebral hem- 
orrhage six years after the abor- 
tion. The fourth patient was 
aborted in the Margaret Hague 
Hospital in 1931 because of severe 
hypertensive disease. She again 
became pregnant in 1932, refused 
to be aborted and was delivered 
at term of a normal baby. In 1935, 
at the Peck Memorial Hospital, 
she was aborted and had a tubal 
ligation. In 1936 she had an ec- 
topic pregnancy. In 1945 she had 
a Smithwick operation, which was 
uneventful. In 1952, twenty-one 
years after the therapeutic abor- 
tion she was still hypertensive, 
alive and well, having had a living 
child in the interim. I doubt that 
the abortion in 1931 was medically 
necessary, since she had no signs 
of pre-eclampsia at that time. 


We cannot expect to cure a pa- 
tient of hypertension by abortion. 
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The most one can do is to cure a 
patient of a superimposed pre- 
eclampsia by terminating preg- 
nancy. 


The pregnancy itself does not 
have a deleterious effect on hyper- 
tensive disease. Chesley on a 
followup of 218 patients over a 
fourteen year period has shown 
that there is no increase in the 
annual death rate of those hyper- 
tensives who have had four, three 
or two pregnancies over those who 
have had only one pregnancy. He 
concluded that repeated pregnan- 
cies in hypertensive women have 
not significantly increased their 
death rate. 


ECONOMIC AND SOCIAL REASONS: 
Can the patient afford to have 
another child? Will the older chil- 
dren have sufficient educational 
opportunities if their parents have 
another child? Aren't three chil- 
dren enough? Will this one be 
missed? I’m afraid that such ques- 
tions are frequently weighed in the 
consideration of a proposed thera- 
peutic abortion. I will grant that 
these social and economic factors 
are seldom put down on the record 
as the primary indication for abor- 
tion. But they are frequently “‘sec- 
ondary” indications, and too often 
influence judgment of the physi- 
cian. 


Don’t you think it was fortunate 
for American Medicine that Sir 
William Osler made the rounds of 
our American Medical Schools as 
a full grown Professor of Medicine 
and not as a six weeks fetus in the 
womb of his mother, who already 
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had eight children and was the 
wife of a poor minister? It was 
equally fortunate for the founda- 
tion of the American Republic that 
when Mrs. Abiah Franklin, the 
wife of a poor Boston tallow 
maker, was pregnant for the fif- 
teenth time that she did not have 
the opportunity to ask some of our 
present day meddlesome physi- 
cians if they thought her preg- 
nancy was a poor socio-economic 
risk, because if she followed the 
advice that they would probably 
have given her, Poor Richard 
would have been curetted into a 
specimen jar. Instead, Abiah went 
to term and delivered her fifteenth 
child and tenth son, Benjamin 
Franklin, a founder of the Repub- 
lic, the Dean of American Ambas- 
sadors, a famous scientist and cer- 
tainly one of the best educated 
Americans of his or any subse- 
quent day — Poor Richard, indeed! 


How many of the students in 
any medical school today many of 
whom were born in the depths of 
the depression around 1930 — 
would have been considered good 
economic risks at the time of their 
conception? How many of you, 
your grandfathers, or great grand- 
fathers were good economic risks? 
Let us continue to be physicians 
and not act as demi-gods or false 
prophets. Let us believe that 
America is still a land of great op- 
portunity. Let us not deny a life 
in America to any unborn child 
simply because his parents are as 
penny-poor as our illustrious and. 
indomitable progenitors were, al- 
most without exception. 
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COMMENT 


At the Margaret Hague Mater- 
nity Hospital only 8 therapeutic 
abortions have been performed 
during 215,000 deliveries, and 
none in the last 115,000 deliveries. 
Our uncorrected maternal mortal- 
ity in the last 115,000 deliveries is 
less than 5 per 10,000 live births. 
This figure is just as low as those 
in other large city or county hos- 
pitals or similar institutions 
throughout the United States 
where therapeutic abortion is much 
more frequently performed. 


It would seem that it might act 
as a deterrent to clinics which have 
a very high incidence of therapeu- 
tic abortion, if therapeutic abortion 
were included with antepartum, 
intrapartum or neonatal deaths in 
calculating an overall fetal mor- 
tality. A fetus which is deliberate- 


ly killed regardless of its period of 
gestation should be included in 
fetal mortality just as is a fetus 
which dies because of an accident 


of childbirth. 


If we had performed therapeutic 
abortions on one per cent of our 
admissions (which is not an un-~- 
common incidence among clinics 
reporting during the last 20 years) 
then we would by now have ter- 
minated the lives of 2500 children. 
Even allowing for a large ante- 
partum, neonatal infant, and an- 
nual death rate, there are over 
2000 people alive today who would 
not be alive if our incidence of 
thefapeutic abortion had been 1 to 
100 instead of 1 to 2700 deliveries, 
and none at all in the last 143,621 
deliveries. 


CONCLUSIONS 


1. Hyperemesis gravidarum, pul- 
monary tuberculosis, multiple 
sclerosis, pyelitis, mental dis- 
ease, rheumatic heart disease, 
and economic or social reasons 
are no longer valid indications 
for therapeutic abortion. 


2. Pregnant patients with hyper- 
tensive disease may be given a 
“trial of pregnancy.” 


3. Since 1946 we have delivered 
over 900 consecutive clinic 
rheumatic cardiacs without a 
maternal death. We do not 
believe therapeutic abortion or 
cesarean section is indicated be- 
cause of cardiac disease. 
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4. Therapeutic abortion is a highly 
dangerous procedure. It has a 
fetal mortality of 100 per cent, 
and can have an immediate ma- 
ternal mortality of 5 per cent 
(Moore).1* We believe that 
its frequent use in many clinics 
is not medically justified. They 
have not shown significant re- 
duction in their maternal mor- 
tality because of therapeutic 
abortion to justify its employ- 
ment obstetrically. 


5. From the above experience in 
more than 215,000 deliveries, 
therapeutic abortion for medi- 
cal reasons can no longer be 
justified. 
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. The Catholic physician and 


other physicians guided by the 
natural moral law have made 
and can make a real contribu- 
tion to the art and science of 
Obstetrics. 


. Good obstetrical practice is in 


— 


agreement with and not in op- 
position to the moral law. 
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The Doctor and the Redemption 


VerY REVEREND Monsicnor Roy RInm 


PAST September, for the first 

time in my 19 years as a 
priest, I had the privilege of ad- 
dressing an audience made up ex- 
clusively of priests. The occasion 
was their annual clergy retreat, 
and I talked to them frequently for 
three full days. Never before, in 
all the hundreds of times I have 
been called upon to face an audi- 
ence, was I aware of such an im- 
mediate and vivid sense of rapport. 
I was among my own. I was talk- 
ing to men who shared with me the 
same ideals and the same problems 
and the same frustrations. I was 
talking to men who had dedicated 
their lives to the same work as I. 
It was not only a new, but a grand 
and rewarding experience. 


At this time I am strongly re- 
minded of that experience last fall. 
Like that, this is for me a new 
experience, as this is the first time 
I have ever been called upon to 
address an audience made up ex- 
clusively of physicians. But that is 
not the point. The point is I am 
now extremely conscious of the 
same sense and feeling of rapport. 
In a very real sense I am among 
my own. You, doctors, and I share 
the same work, the same calling. 
Both you and I are engaged in a 
work of redemption — in fact, we 
are engaged in the same work of 
redemption. Specifically, we are 
both committed to the sublime vo- 
Monsignor Rihm, of Saint Pius X Church, 
San Antonio, Texas, gave this address 


to the Catholic Physicians’ Guild on 
May 3, 1961. 
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cation of redeeming fallen man- 
kind from the ravages of Original 


Sin. 


It may come as a mild shock to 
you to hear that you are partners 
with us priests in the struggle to 
redeem man from Original Sin, 
but I am here to discover unto you 
that that is precisely what you 
are. You are not merely physicians 
— you are Catholic physicians. As 
such, you subscribe as wholeheart- 
edly as I to the Catholic doctrine 
of Original Sin. You agree as 
wholeheartedly as I with what St. 
Paul wrote in the New Testament: 
“Through one man (Adam) sin 
entered into the world, and 
through sin death’? (Romans V, 
12). Both sin and death came into 
the world through Original Sin. 
Mind you, not just sin— but death 
and sickness too. The one is as 
much an effect of Original Sin as 
the other. Had Adam not sinned, 
there would today be no sin in 
the world — and Iwould have no 
work to do. Had Adam not sinned, 
there would today be no sickness 
or death in the world — and there 
would be nothing for you to do! 
Both you and I — and you no less 
than I — are what we are because 
somehow we sense the urgency of 
repairing the damage caused by 
Original Sin. You have committed 
your life to the ennobling redemp- 
tive mission of struggling against 
disease and sickness and death. I 
have committed my life to the en- 
nobling redemptive mission of bat- 
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tling that supernatural disease, 
sickness and death which is sin. 
What you oppose no less than 
what I must defeat, is the direct 
effect of Original Sin. 


True, what concerns you has to 
do with man’s body; what concerns 
me has to do with man’s soul. But 
this dichotomy between man’s 
body and man’s soul exists only 
in man’s mind; it does not exist in 
a man. Man is one: body and 
soul, He is never in one respect 
just a body or in another just a 
soul. He is not even a component 
of the two. He is one, body and 
soul. You may separate the two 
in thinking about him, but you 
cannot separate the two in treating 
him. And so, because we deal with 
men, you doctors and we priests 
are partners in our respective vo- 
cations which are really only one 
vocation: the redemption of man 
from Original Sin. It is the whole 
man who must be saved. Yours 
too is a priestly work! 


Because your vocation as physi- 
cians and my vocation as priest are 
so intimately and so profoundly 
linked, we can learn from one an- 
other. Certain common insights, 
apparent to one, can be passed on 
to the other. Let me share some of 
these insights with you. 


1) Some of our “occupational 
hazards” are much the same. The 
priest must reach out his hand to 
help those in sin without allowing 
himself to be contaminated by it, 
Unless he can he is useless — for 
“if the salt loses its strength, what 
shall it be salted with?” (Matthew 
V, 13). The physician must come 
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into daily contact with contagion 
and disease. But he must reach out 
his healing hand without allowing 
himself to be contaminated. Unless 
he can, he is useless. 


Because you and I try to help 
people we are exposed to a com- 
mon danger. People can be so un- 
grateful. This too, I suppose, is 
due to Original Sin. Both you and 
I must be on guard not to let 
people's ingratitude discourage us 
in our work. But there is another 
common danger here, more subtle 
than ingratitude. It is gratitude. 
Some people can be so grateful. 
We are astounded at the lengths 
to which they will go to show it. 
They will heap favors and privi- 
leges upon us. Both you and I 
must beware of this. There is only 
one short step from receiving fav- 
ors to expecting favors! He is a 
great man who can consistently 
accept privileges without eventu- 
ally demanding them. 


2) For both you and me, prog- 
ress is the great concern. Now 
progress is the child of hope, and 
it is significant how here we part 
company. You can see progress. 
Within your own lifetime it has 
been phenomenal: antibiotics, 
“wonder” drugs, polio vaccines, 
the life-expectancy steadily length- 
ening, stupendous new techniques 
in surgery, the break-through in 
cancer perhaps near! We priests 
know little of the same heady 
vision of progress and_ success. 
True, there are more Communions 
and more converts— but then we 
read the Kinsey report and we 
wonder who's kidding whom! Let’s 
face it, sin is here to stay, and we 
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need look no farther than our- 
selves to confirm this. But progress 
is the child of hope. And here 
again we part forces. You are 
doomed to defeat. You may win a 
battle here and there, but you al- 
_ways lose the war. Every patient 
you treat, regardless of how mar- 
vellously and how often he recov- 
ers, dies. And about that you can 
do nothing. With us it is different. 
We go about our work with a deep 
and abiding sense of final victory. 
We do seem somehow to lose most 
of the battles, but we are confident 
of winning the war! You find the 
strength to go on, despite the in- 
_evitability of final defeat, because 
of your hope of intervenient vic- 
tory. We find the strength to go 
on, despite our discouragement at 
intervenient defeat, because of our 
hope of final victory. Discourage- 
ment is the ineluctable lot of both 
of us. But your strength is our 
weakness, as your weakness is our 
strength. We need one another 
in the good fight! 


3. For both of us, attitudes are 
of primary importance. To be any 
good at all we have to be tena- 
cious, never-say-die fighters. How 
difficult it is to fight what you do 
not hate. Imagine a priest not 
hating sin. He wouldn't be any 
good because he couldn't battle it. 
You remember the story about the 
notoriously laconic President Cool- 
idge; returning one Sunday morn- 
ing from church, Mrs. Coolidge 
asked him what the minister's ser- 
mon was about. ‘Sin,’ was his total 
reply. ‘“Well, what did he have to 
say about it?” she asked. “He was 
against it.” If the priest is to fight 
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sin he must be against it. You are 
committed to a struggle too: the 
war against sickness and disease. 
What is your attitude toward sick- 
ness and disease? Do you hate it? 
Hate it with a passion? Do you 
really want to stamp it out? If you 
do not, you may be a nice fellow 
but you are a sorry doctor. To be 
a good doctor, dedicated to con~- 
quering sickness and disease, you 
can have no tolerance for them as 
such. You have to hate them or 
you will make a poor adversary. 
Why do I mention this? Because 
it is particularly apropos of Cath- 
olic physicians. There is a kind of 
phony “Christianity’’ prevailing 
today which would have you be- 
lieve that sickness is a blessing, 
that it is a good thing in itself. 
Don’t you harbor such nonsense; 
for if you do you will not only be 
a sorry doctor, you will also be a 
sorry Catholic. “Through one man 
(Adam) sin entered into the 
world, and through sin, death.” 
Sickness and death are not a bless- 
ing, they are a curse. They are not 
the work of God, they are the 
work of Satan. They are the pen- 
alty of sin. They are punishment 
— and only a pervert likes punish- 
ment. Look at the life of Jesus. 
He was not sick a single day of his 
life. He hated sickness and disease 
and infirmity and death — and 
most of his miracles bear witness 
to that! True, He chose to die. But 
He chose death not as something 
good in itself. He made it quite 
clear that He chose it only as the 
atoning price to be paid for sin. 
Of course, the patient acceptance 
of sickness and even of death in a 
spirit of atonement for sin is a 
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magnificently Christian thing. But 
we must not confuse the accept- 
ance of sickness and death with 
sickness and death itself. The one 
is a great grace; the other is a 
curse and a penalty to be hated 
and feared and resisted. As a 
Catholic doctor you must hate 
sickness and death in itself. Only 
so can you be any good either as a 
doctor or as a Catholic. As a 
Catholic physician you should 
counsel the acceptance of sickness 
and death in a true Christian spirit. 
But you must never allow yourself 
or your patient to fall into the trap 
of regarding sickness and death as 
something good in itself. 

4) Remember the old saying: 
“hate the sin but love the sinner’? 
The axiom is equally valid for both 
of us, except that in your case it 
might be paraphrased: “‘hate the 
sickness but love the sick man.” 
How easy it is to transfer your 
opposition to something into oppo- 
sition to someone. It is as easy for 
you as it is for me. How the priest 
in his work must guard against 
this. He must hate the sin, but 
God help him if ever he hate the 
sinner too! The priest must hate 
stealing but he must love the thief; 
he must be opposed to lying but 
not to the liar; he must despise 
adultery but he may not despise 
the adulterer. If ever — by thought- 
less action, heedless remark, care- 
less jest or slightest innuendo ~— 
he should intimate that he not only 
hates the sin but also the sinner, 
the door shall have been slammed 
shut forever on the poor sinner 
who detects this. The usefulness 
of such a priest is finished. So too 
the physician. The physician must 
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hate the sickness but not the sick 
person. He must ever be on guard 
against transposing opposition to 
the one into opposition to the other. 
If ever, by word or action or atti- 
tude, he should intimate that he 
does hate the sick person his use- 
fulness is at anend. He has failed. 
5) Finally, a word about some- 
thing else that you physicians and 
we priests should have in common: 
a deep sense of dedication to our 
vocation. Only if we are so dedi- 
cated can we fulfill it. If it be true 
(and it is) that we are useless if 
we are not ‘all priest,” it is equally 
true that you fail if you are not 
“all doctor.’’ People have a way of 
knowing — people who depend on 
us. We priests have a certain ad- 
vantage here: by Canon Law the 
Church protects us against non- 
priestly, outside interests and avo- 
cations. (It doesn’t always work, 
but the protection is there in 
Canon Law: clerics are forbidden 
to engage in private business en- 
terprises.) What a pathetic and 
tragic figure that priest of God 
who is first something else and 
only secondly a priest. The same 
is true of you — except that you 
have not only less _ protection 
against outside interests but also 
more opportunity for them. So 
be it; all the greater the challenge. 
If you would be true to your call- 
ing, you must let your medicine be 
your life. Of this be sure: when 
the art of healing is no longer your 
first concern, you have had it. You 
may be a smart business man but 
as a physician you are a fraud and 
a phony. You should have the 
good grace to retire from the noble 
profession you have deserted. 
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As Stars For All Eternity 


SISTER JOSEPHINA, C.S.J. 
Professor, Boston College School of Education 


Tt WAS the end of a century — 

1896 — when Maria Montessori 
received the coveted degree in 
medicine. Not only was she hon- 
ored to have attained this high 
goal, but also because she was the 
first woman in Italy to have 
achieved a medical degree. Such 
attainments brought her eminence 
and fame but today she is best re- 
membered as an educator, a re- 
former, a philosopher who put her 
theory into practical experience by 
the founding of a new system of 
education. 


Of a family, noted on both ma- 
ternal and paternal sides for con- 
tributions to philosophy, military 
science, and religion, Maria Mon- 
tessori was born on August 31, 
1870 — the year that Italy first 
became a united nation. Her child- 
hood was a happy one, yet early in 
her life she exhibited interests un- 
common to girls her age. Schol- 
astically her grades were not spec~- 
tacularly different from those of 
the other scholars attending the 
state day-school in Ancona. Real- 
izing that a large metropolis would 
offer educational advantages, the 
Montessori family moved to Rome. 
Maria, because of an aptitude in 
mathematics decided first upon a 
Sister Josephina, C.S.J., is Director of 
Instructional Services in the School of 
Education, Boston College, Chestnut Hill, 
Mass. and teaches courses in Guidance, 
Supervision, Statistics, Tests and Meas- 


urements, and Psychology at both the 
graduate and the undergraduate level. 
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career in engineering, changed to 
a major in biology, and finally 
concentrated on the field of medi- 
cine. Thus, she became in 1896 
the first woman to receive a medi- 
cal degree in Italy. 


Fully a decade was to pass be- 
fore Dr. Montessori was to arrive 
at her true vocation. During these 
years crowded with activities in- 
volving research in _ psychiatric 
work, lecturing on the continent, 
championing the cause of women’s 
rights, and the elimination of child 
labor, Maria Montessori influenced 
by the humanitarianism of Dr. 
Jean Itard and Dr. Edouard Se- 
guin, medical men devoted to the 
education of the mentally and 
physically defective, was con- 
scious of the lack of care — social- 
ly, morally, and intellectually — 
given to the feeble-minded child in 
Italy. 


In 1899 she delivered an address 
on Moral Education which aroused 
the interest of the Minister of Ed- 
ucation, Dr. Guido Bacelli, who 
asked Dr. Montessori to deliver a 
series of lectures on the training of 
the feeble-minded. This was the 
foundation stone of what was to 
become for Dr. Montessori a sci- 
ence, valid and reliable, centering 
attention on those children who 
deviated from the average even 
into the strata of idiocy and imbe- 
cility. Thus came into existence a 
state orthophrenic school wherein 


119 


Dr. Montessori’s interest in educa- 
tion was born. 


However, her work with the 
lowest levels of mentality flowered 
out to embrace all children. Real- 
izing the latent abilities of children 
and following the path laid out by 
Dr. Seguin, Dr. Montessori 
through skillful and planned direc- 
tion succeeded in developing these 
low ability children to a proficiency 
in reading and writing. Concomit- 
antly, during these years of practi- 
cal work, Dr. Montessori prepared 
herself professionally by attending 
and teaching university courses in 
pedagogy and experimental psy- 
chology, visiting clinics and schools 
for the feeble-minded, such as 
Bicetre in Paris, and reading and 
translating the original works of 
Itard and Seguin. Dr. Montessori 
gave the title of “Founder of Sci- 
entific Pedagogy” to Dr. Itard. 
What title can be given to Dr. 
Montessori? Time must play its 
part but may she be aptly called 
“The Liberator of the Body and 
the Mind of the Child?” 


Fundamentally, the so-called 
Montessori Method, applicable 
with all levels of mental ability, 
rests mainly upon a developmental 
use of prepared sensorial materials. 
Perhaps, the significant contribu- 
tion to the education of the child 
is precisely along these lines. Al- 
though Seguin had similarly pre- 
scribed a text and teaching mater- 
ials, nevertheless, the failure to 
make an optimum use of them re- 
sided mainly in the disillusionment 
of the teachers. Realizing this 
drawback Dr. Montessori stressed 
the role of the teacher in her prep- 
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aration for, understanding and 
evaluation of the materials, and 
method coupled with a keen knowl- 
edge of the growth and develop- 
ment of the child. 


Sensing that the low ability child 
had been assisted and had shown 
marked improvement in his mental 
development, Dr. Montessori rea~- 
soned further by saying that the 
normal and bright child could pro- 
duce more academic-wise. To a 
degree, Dr. Montessori was a pio- 
neer in the field of the education 
of the gifted which appears to be 
the current topic of administrative 
conferences concerned with opti- 
mum achievement from kindergar- 
ten to university levels. This writer 
has observed four, five, and six 
year old children reading fluently 
and with comprehension, doing 
arithmetic problems meaningfully 
and rationally, sensing geographi- 
cal placement by inserting coun- 
tries properly identified by name, 
along with other intellectual activ- 
ities found for the most part, three 
or four years higher in the curri- 
culum. Do the schools underesti- 
mate the capabilities of the young 
child and attempt to keep him at 
tasks devoid of challenge? Parents 
and school personnel are justly 
aroused by a seemingly watered 
down diet of scholastic fare. 


It was on the Feast of the 
Epiphany, January 6, 1907, a fes- 
tive day for young children, that 
Dr. Montessori saw her dream 
realized, by establishing in the 
slum area of the San Lorenzo 
Quarter in Rome a school so ap- 
propriately called “The Children’s 
House.” The first class was com- 
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posed of about fifty children — 
poor, undernourished, timid, un- 
responsive. This school became the 
mecca for thousands from India, 
Europe, and America — those in- 
terested in the method so success- 
fully adapted from Dr. Itard and 
Dr. Seguin and brought to a great- 
er degree of practicality by Dr. 
Montessori. The pupil grew not 
alone in body through the care of 
the devoted teachers, but more es- 
pecially in the unfolding of the 
facets of the intellectual life 
brought about by the systematic 
and individual preparation of each 
child for the lesson at hand. 


During the decade of 1910-1920 
the Montessori Method saw its 
rise in Europe, India, and especial- 
ly in the United States. Individuals 
from universities, colleges, and 
teacher training institutions fired 
by the enthusiasm for and dedica- 
tion to the new kind of education 
as engendered by Dr. Montessori 
would return to their centers to 
emulate and carry on her work. 


The main characteristics of the 
method distinguishing it from the 
curriculum of the nursery school, 
kindergarten, and _ elementary 
grades are many. The goal is to 
use time most profitably, and nev- 
er to give work for the sake of 
keeping. busy. All programs of 
work beginning at the earliest 
stage have been carefully devised 
and adapted by Dr. Montessori. 
Perhaps the outstanding contribu- 
tions of the method may be sum- 
marized as follows: 


1. The underlying pedagogy of 
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the method is scientifically sound 
based upon study and research. 


2. The anthropological research 
used by Dr. Montessori is signifi- 
cantly more comprehensive and 
objective than that used today in 
our schools. 


3. Correct, orderly habit forma- 
tion becomes the sine qua non of 
all subsequent learning. 


4. Children are permitted to 
talk and express themselves freely 
thus giving a sincere rapport be- 
tween teacher and pupil. 


5. All materials planned by Dr. 
Montessori are such as can be ade- 
quately handled by the children. 
The chairs, tables, toilet facilities 
are in keeping with the size and 
age of the child. 


6. A complete lack of immobil- 
ity, unnatural silence, and rigidity 
is apparent. These can hinder 
learning and thus do not contribute 
to growth of behavior. 


7. The difference between right 
and wrong behavior become an es- 
sential part of the method. 


8. Each child works indepen- 
dently and at his own pace. He is 
rewarded by having his work well 
done. There is no compulsion to 
work nor is there comparison of 
one child with another. The teach- 
er truly fulfills her role as a guide. 


That Dr. Montessori had critics 
is to be expected. Unfortunately, 
her system of education began to 
expand concurrently with that of 
John Dewey. Many educators con- 
fusing the two methods upon hear- 
say, automatically castigated Dr. 
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Montessori as encouraging a cha- 
otic kind of learning. The largest 
share of criticism emanated from 
the ranks of the very strong Pro- 
gressivists who were at their zen- 
ith. William Heard Kilpatrick, a 
disciple of John Dewey at Colum- 
bia University, in a text, Montes- 
sori System, published in 1914, 
attempted to analyze the method, 
highlighting the short-comings as 
he saw them. Thus, with the un- 
healthy flavor of the results of the 
pragmatic philosophy of Dewey, 
et al., the Montessori work did not 
gain a strong and lasting founda- 
tion in the United States as com- 
pared with that in India and 
Europe. 


Within the past decade there has 
been a re-birth of interest in the 
method. The Franciscan Mission- 
aries of Mary in Providence, 
Rhode Island, have conducted a 
Montessori school for the past 
twenty-five years. The directress 
was trained by Dr. Montessori. 
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The equipment is strictly that ad- 
vocated by the method. Close by, 
the laboratory school of Rhode 
Island College has always used 
the method and because some mod- 
ifications have been introduced it 
is called the Barnard method. In 
Bedford, Connecticut, a private 
school operated by a laywoman of- 
fers teacher-training in the method 
along with the directed observation 
of the pupils. 


Dr. Montessori’s long and dedi- 
cated life on behalf of the educa- 
tion of children came to an end on 
May 6, 1952, in her eighty-first 
year. She is buried in the cemetery 
attached to the Catholic church in 
Noordwijk, Holland. Today with 
the renaissance of interest in her 
method, her spirit lives on in the 
lives of those happy children who 
learn in a serene, joyful, and liber- 
ated atmosphere. Thus her work 
and deeds shall shine as stars for 
all eternity. 
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Call the Doctor... 


Despite amazing advances, medicine is still today not an exact science. But pity 
the poor folks of 500 years ago who were exposed to every conceivable kind of 
medical quackery — from the barbers who were the surgeons of the time (and also 
the dentists) to the herb women and even to the respected physicians, whose 
remedies would have shamed an African witch doctor. 


Some idea of what the people were up against can be gathered from the following 
set of rules laid down by the outstanding British physician of 600 years ago, John 
Mirfield: 


Dress soberly in black. Clean your fingernails before making a call. 


Do not walk swiftly (which betokens lack of seriousness) or slowly (which is a 
sign of faint-heartedness ). 


Get all the information you can from the patient’s messenger. Then when you 
arrive, you will surprise the patient by your knowledge of his condition. 


Make sure the patient has had the last rites of the Church before you examine 
him. If not, and his case is hopeless, he will think you a bad doctor. After he has 
had the priest and you fell him he will recover, then he will account you a great 
doctor. 

In taking the patient’s pulse, allow for the fact that there is a general fear of 
physicians and that he may be disturbed at the thought of the fee you will charge 
him. 

When asked how long a recovery will take, double the expectant period and it 
will be to your credit. If the patient asks why he recovered so quickly, tell him 
he was strong-hearted and strong-bodied — he will be delighted. 


If you are asked to dinner, do not criticize the food, no matter how bad. Stay 


sober. During the meal excuse yourself several times to go look at the patient. 
a 
Do not'make:good friends of your patients. You will otherwise make it harder 


to extract a ‘fee. 
If you do not wish to take a case, pretend to be ill yourself. 
Hide your instruments from the sight of the patient. 


Tell the patient funny stories as well as recommending him to serious contem- 
plation and to the Bible. 


Prescribe twice as much medicine for a rich patient as for a poor one. This 
will flatter their sense of social position and do your reputation no harm. 


If you find a patient dead on arrival, show no surprise. Tell the family that 
you knew from the account of his symptoms that he would not recover. Inquire as 
to the hour at which he died. All this will enhance your professional reputation. 

Anybody for an aspirin? 


Reprinted courtesy of Coffee Time, Inc. 
St. Louis, Missouri 
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Current Literature: Titles and Abstracts 


Material appearing in this column is thought to be of particular 
interest to the Catholic physician because of its moral, religious, or philo- 
sophic content. The medical literature constitutes the primary but not the 
sole source of such material. In general, abstracts are intended to reflect 
the substance of the original article. Parenthetical editorial comment may 
follow the abstract if considered desirable. Books are reviewed rather than 
summarized. Contributions and comments from readers are invited. 


(Editorial): Heroic treatment, Med. Trib- 
une, 2:15, April 10, 1961. 


From time to time we are criticized 
for the overly dramatic and desperate 
treatment of moribund patients — for so 
surrounding the poor soul with infusions, 
pressor amines, residents, and attendings 
that the relatives can barely have a 
glimpse of him amid a forest of equip- 
ment. The effort is sourly criticized as a 
“prolongation of death,’ not of life, and 
a plea is made for the dignity of a pa- 
tient’s last hours when he ought to be 
allowed to die in peace. 


It is true there are patients who have 
gone irretrievably from bad to worse, as 
after a cerebral vascular accident, and on 
to a further crisis (say a myocardial in- 
farction) when well-considered resignation 
might be correct. If more vigorous efforts 
are made and fail, then it was plainly all a 
mistake; res ipsa loquitur, as the lawyers 
say. And it is true there are patients with 
widespread metastatic carcinoma for whom 
well-conceived resignation may be the 
only rational view. 


The trouble with the reasoning is that 
heroic treatment can also succeed — if 
not in this patient, perhaps in others. 
That is indeed the purpose of Intensive 
Care Units, which have been developed 
in many newer hospitals and which pro- 
vide for surrounding the patient with 
precisely a forest of resources and people, 
rapidly and effectively. As a result, quite 
a few “moribund” patients afterward 
stride out of the hospital, fat and sassy, 
in defiance of any reasonable judgment 
at the time of admission. Some have 
lived until the next episode; some have 
obliviously gone on living. 


No doubt some patients are better 
allowed to die quietly and in dignity be- 
cause their dying is the implacable out- 
come of their illness; but it is a nice 
decision to make, neither easy nor ob- 
vious. (Reprinted with permission of the 
publisher, Physicians News Service, Inc.) 
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Belau, P. G. and Rucker, C. W.: Bloody 
tears; report of a case, Proc. Staff Meet. 
Mayo Clin., 36:234-238, Apr. 26, 1961. 


A two-year old boy was seen because 
of ‘blood in his tears” for 3 months. This 
was determined to be due to infestation 
of the eye with the pubic louse. 
etiologic classification of bloody tears is 
presented, and the case of Thérése Neu- 
mann is discussed. 


Souval, P. A.: Artificial insemination, 
Medical Arts and Sciences, 13: 119- 
125, September 1959. 


There is much confusion and _ little 
definite opinion on the moral validity of 
artificial insemination. Most of the con- 
troversy deals with A.I.D. (artificial in- 
semination by a donor). Only the Roman 
Catholic Church has stated a formal opin- 
ion: (1) there is no alternative for child- 
less couples in which the husband is 
either impotent or sterile. Thus A.I.D. is 
condemned outright; (2) only those cou- 
ples with the wife having a physical 
impediment may resort to artificial in- 
semination, and then only within mar- 
riage, post coitum. The semen should not 
be removed from the vagina, but a doctor 
may use a syringe to collect the semen 
and deposit it at the entrance of the 
cervical canal. 


As regards the medical-scientific opin- 
ion, there is wide variance of views: 
(1) most non-Catholic scientists feel there 
are no moral principles involved in arti- 
ficial insemination other than those dic- 
tated by accepted general medical ethics, 
but recognize the unsolved legal problems 
of A.I.D.; (2) Catholic physicians are 
morally and ethically bound by the offi- 
cial Roman Catholic viewpoint. 


Protestant and Jewish circles have pro- 
vided only sporadic and uncoordinated 
decisions. Some Protestant concepts are: 
(1) Artificial insemination is morally 
lawful. Law, psychology, and social in- 
terest may claim that extrinsic factors 
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are weighty enough to make A.I.D. in- 
expedient as a matter of prudence, but 
not of valid ethics; (2) there are no moral 
objections to A.I.H. (artificial insemina- 
tion by husband); (3) artificial insemi- 
nation is defensible on two primary 
points; marriage is a personal bond be~- 
tween husband and wife — not primarily 
a legal contract; and parenthood is a 
moral relationship with children — not 
merely a material or physical one. The 
claim that A.I.D. is immoral rests on the 
viewpoint that marriage is an absolute 
generative, as well as a sexual monopoly 
and that parenthood is essentially, if not 
solely, a physiological partnership. Neith- 
er of these views is compatible with 
Christian ethics which raise morality to a 
level of love (personal bond) above the 
determination of nature and the rigidity 
of the law as distinguished from love. 


[For a more precise presentation of 
Catholic teaching as regards artificial in- 
semination, cf. Gerald Kelly, S.J., Medico- 
Moral Problems, ch. 27.] 

—D.P.M. 


Edwards and Angell: 
artificial insemination, 
Island Medical Journal, 
October 1959. 

At the present time there is no law on 
artificial insemination in Rhode Island, 
but several crimes can be a by-product 
of such a procedure, at least in the case 
in which the semen is that of a third 
party. These would be adultery, forgery 
(the name of the husband is placed on 
the birth certificate), and accessory (doc- 
tor, nurse, husband, or donor could be 
prosecuted). 

Possible civil consequences: illegitimacy 
and its consequences, negligence, and mal- 
practice (not serious in case of husband's 
semen; doctor could be liable in case of a 
donor, if the child is deformed or mentally 
retarded), and divorce (husband would 
have grounds for divorce if there is a 
donor, but not if he lives with his wife 
after knowing of the insemination) . 

Since it creates grave legal problems, 
few of which have been answered, arti- 
ficial insemination, either by the husband 
or a donor, is a calculated risk. 


—F.E.K. 
IT IS OF CONTINUING INTER- 


EST that advances in medical science 
may obviate medico-moral difficulties be- 
fore the final word is in from the moral- 
ists. A noteworthy example would be 
the precipitously declining number of 
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Legal status of 
The Rhode 
42:668-681, 


accepted medical indications for thera- 
peutic abortion due to improved therapy. 
The latest instance concerns the problem 
of “extraordinary means’ as applied to 
open-chest cardiac massage for cardiac 
arrest occurring outside the hospital. As 
recently as February 1961 the literature 
has described circumstances in which 
open thoractomy for cardiac arrest might 
properly be considered “extraordinary 
means” (Editorial: J. Indiana Med. Assn., 
54:210, Feb. 1961). Similar considera- 
tions have been presented in this column 
(LQ, 26:102, May 1959 and 27:32, Feb. 
1960). However, it is now more than a 
year since a method of closed-chest_car- 
diac massage has been reported (Kou- 
wenhoven, W. B., Jude, J. R. and Knick- 
erbocker, G. G.: Closed-chest cardiac 
massage, J. A. M. A., 173:1064-1067, July 
9, 1960). Subsequent clinical experience 
has amply demonstrated the practicability 
and efficacy of this approach. Conse- 
quently it would seem that further dis- 
cussion is unnecessary regarding thorac- 
tomy as an “extraordinary means’ of 
treating cardiac arrest occurring outside 
the hospital since closed-~chest massage is 
fast becoming an accepted ‘ordinary 
means’ of therapy. 


Galen, R.: “Mental health” v. religion, 
The Priest, 17:604-612, July 1960. 


In 1933 a group calling themselves 
“religious humanists’ drew up a docu- 
ment called “A Humanist Manifesto’ in 
which they stated their belief that the 
end of man’s life was “complete realiza- 
tion of the human personality’’ and re- 
nouncing the “‘old attitudes involved in 
worship and prayer,” they affirmed their 
faith in man. In the ensuing years we 
find much evidence that humanism and 
mental hygiene have walked the same 
path. 


In 1947 the eminent priest-psychiatrist, 
Father Otis F. Kelley, warned his col- 
leagues that though the clergy can learn 
from psychiatry, still they must be on 
guard lest psychiatry become a substitute 
for religion, and the goal of life be not 
God, but self-expression. 


There is little indication that psychi- 
atry recognizes man as a creature, com~- 
posed of body and soul, whose purpose in 
being is to love and serve God. Below 
are the views of some psychiatrists and 
psychologists who hold places of promi- 
nence and who influence the mental health 
movement, both in the United States and 
throughout the world. 
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In his book, The Human Mind, Dr. 
Karl Menninger lists the stories of Moses 
and Jesus with the mythical lives of Her- 
cules, Oedipus, and others. As an ex- 
ample of perverse pleasure in pain he 
quotes from the Imitation of Christ. 
Though he sees religion as illusory, he is 
tolerant because ‘‘some co-called illusions 
are necessary to life.” 


Dr. G. Brook Chisholm of Canada, 
onetime Director-General of the World 
Health Organization, would get rid of 
all certainty and away from the thinking 
and attitudes of our forebears, including 
dependence on religion and respect for 
the Ten Commandments. In another place 
he deplores belief in an after-life. He 
advocates freeing children’s minds from 
the “certainty of ‘rightness’’’ and from 
the convictions of their parents. In an 
address to the Mental Health Society of 
Northern California he maintained that no 
ethical or moral system, no system of 
dogma or orthdoxy, is applicable in the 
world today. Teachers of the world must 
tight all absolutes and certainties. 


Dr. John R. Seeley, who has directed 
a study in child rearing and mental health, 
has said that psychiatry is moving into 
the power vacuum left by the obvious 
passing of the dominance of the Church; 
and we are now moving from “‘preoccupa- 
tion with salvation to preoccupation with 
adjustment or peace of mind.” More im- 
portant, the mental health movement oc- 
cupies or seeks to occupy the heartland 
of the old territory in that the mental 
health practitioners are being called upon 
to give pronouncements on questions 
formerly regarded as moral. 


Among the psychologists, Dr. H. A. 
Overstreet deplores the “‘goodness-bad- 
ness’ theory, and advocates replacing it 
with the ‘“maturity-immaturity” theory. 
The religion taught by the Church is 
guite different from the ‘‘invitation to 
maturity’’ extended by Jesus. Unity can 
be achieved only ‘among religions that 
accept the maturing of man as the central 
aim of life.” 


Dr. Erich Fromm sees the necessity for 
ethics and the need for faith, but he pro- 
poses a system of humanist ethics, and 
faith in man. And humanist ethics hold 
that “only man himself can determine the 
criterion for virtue and sin, and not an 
authority transcending him,” 


Dr. Lawrence Frank holds that modern 
science has made the older theological 
beliefs untenable. Since varents cannot 
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be convinced that they should abandon 
their outmoded manner of rearing chil- 
dren, he hopes for ways in which to 
“immunize” the children. 


Dr. J. L. Moreno looks toward a new 
type of religion, improved by the insights 
of Marxism and psychoanalysis. His 
brain-child, psychodrama, consists in the 
dramatization of situations where conflict 
is involved, and sees it as a form of 
nudism in which the patient bares his 
soul. Thus it should be clear that psycho- 
drama is a “loaded” and _ potentially 
dangerous technique, one warned against 
by the late Pope Pius XII. 


It is to be noted that the dependence 
on psychiatric or psychological help has 
paralleled the decline of dependence on 
religion. When people fail to get the 
needed answers to their problems from 
clergymen, they turn to psychiatrists in 
the hope of finding relief for their emo- 
tional stress. 


According to the sociologist Sebastian 
De Grazia, the swing toward secular 
healing has not occurred because psycho- 
therapy is more successful, but because 
if removes guilt by toleration, which 
assures the patient that his moral failures 
are not sins. He compares the actions of 
the materialistic psychiatrist who — for a 
fee — makes almost all irregularities be- 
come “normal” to the fabled sale of in- 
dulgences. 


Little attention has been given to the 
attitudes that prevail in psychiatry and 
the fact that the mental health movement 
is pushing its way in everywhere. Priests 
carelessly send their parishioners to non- 
Catholic — even non-religious — psychia- 
trists for treatment of nervous or emo- 
tional troubles. Avant-garde Catholic 
psychiatrists adopt, on occasion, the tech- 
niques developed in an atheistic school. 
Catholic teachers use “psychodramas” in 
the classroom and guidance books that 
include suggestions for public criticism of 
parents in the classroom. The mental 
health movement has indeed made prog- 
ress in doing what Dr. Seeley predicted: 
in taking over the heartland of the 
Church, 


It is long past time that we engage in 
some careful investigation of what goes 
on in the name of “mental health,” and 
particularly of its influence in Catholic 
circles. 


[For critical comment on this article, cf. 
Theological Studies 22 (June, 1961) 
229-30. | —M.A.B 


D. 
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Walters, O. S.: The psychiatrist and 
Christian faith, The Christian Century, 
847-849, July 20, 1960. 


The psychiatrist may be able fully to 
utilize scientific method, but he cannot be 
only a scientist. His patient has, perhaps, 
a strong sense of guilt. Is the guilt real 
or neurotic? Was the deed proportionate 
to the guilt that followed? Was the act 
good or bad? Does the patient need 
psychotherapy for neurosis, or forgive- 
ness for sin? Is he, in fact, a patient or a 
sinner? Does he need a psychiatrist or a 
spiritual counselor? Making such discrim- 
inations obviously requires value judg- 
ments on the part of the therapist. As 
long as he functions as a scientist, the 
psychiatrist can claim with validity to be 
ethically neutral, for science has no con- 
cern with values. When he begins to 
make value judgments, as he must in 
dealing with the complexities of human 
autonomy, the therapist forfeits a neutral 
Status. 


Having decided to treat neurosis, the 
psychiatrist must elect a_ therapeutic 
method. Since therapeutic method is 
likely to be determined by the concept of 
personality, and there are many theories 
of personality, there will be a wide choice 
in modes of treatment. The therapist's 
choice of a theory of personality and an 
attendant system of psychotherapy can 
hardly be made on purely scientific 
grounds. Each system has its empirical 
base and its postulates. Each invokes a 
modicum of evidence and mass of theory 
in support of its claims. Obviously, where 
hypothesis makes up a large part of each 
option, the choice is not scientific but 
philosophical. The psychiatrist's doctrine 
of man is likely to be consistent with if 
not determined by his personal world 
view. 


So the psychiatrist is more than sci- 
entist; he is healer and philosopher as 
well. Beneath and beyond all three, he is 
a rational finite human being. Deeply 
implicit in all these roles is an obligation 
to examine and to understand the Christ- 
ian faith. 


The psychiatrist should acquaint him-~ 
self with the Christian faith because, as a 
scientist, he is a seeker after truth. 
Christian theology claims to know the 
way to an important aspect of reality. 
As a truth seeker, the psychiatrist cannot 
arbitrarily exclude or refuse to consider 
the evidence of such a claim. He cannot 
stand in judgment upon the reality-testing 
of his patients without having an ade- 
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quate acquaintance with the reality of 
Christian experience. 


The psychiatrist should examine the 
Christian faith because he is a healer. 
Long before psychology and psychiatry 
began to coin nomenclatures for personal- 
ity ills, religion was satisfying the spirit- 
ual hunger and healing the moral ills of 
mankind. The Christian faith professes 
to deliver from the anxiety of guilt. It 
professes to deliver from the anxieties of 
fate, death, and meaninglessness. These 
are strong claims. If they are true, they 
deserve full exploration. No physician 
should deny any important remedy to his 
patients without investigating it. 


The psychiatrist should examine the 
Christian faith because he is a philos- 
opher. When the therapist leaves science 
behind, his philosophy must compete with 
the Christian philosophy on an_ equal 
basis. Among the diverse and conflicting 
doctrines of man, none explains as much 
as the Christian view. In marked contrast 
to the freshly-minted theories of human 
nature, the Christian doctrine of man 
enjoys a coherence and maturity that has 
withstood centuries of the severest attack 
and criticism without essential change. 


The psychiatrist should examine the 
Christian faith because he is a person. 
He too is a sinner and needs forgiveness, 
reconciliation with God. He too has guilt, 
anxiety, conflict. 


When the psychotherapist’s science has 
penetrated to the core of his patient's 
conflict and finds there, as he often will, 
a moral dilemma, he may be well advised 
to enlist the collaboration of a minister- 
colleague. As the psychiatrist and the 
minister join in such a division of labor, 
each can avoid the peril of superficiality 
that must result from inadequate ground- 
ing in the other's discipline. The patient 
may then find himself the beneficiary of 
the best that science can provide and, if 
he will, the redemptive and life-transform- 


ing grace of God. mop WA 
AS- NOTED PREVIOUSLY, the 


“Questions and Answers’ section of 
J. A. M. A. frequently contains material 
of medico-moral interest. Some of the 
more recent subjects include “Therapeutic 
Sterilization” (April 29, 1961), “Mar- 
riage of Relatives’ (Dec. 31, 1960), 
“Biblical Reason for Forbidding Use of 
Milk and Meat’ (May 6, 1961), “Corti- 


costeroids and Pregnancy” (May 6, 
1961), and “Routine Contraception” 
(May 6, 1961). 

127 


THE FOLLOWING are additional 


items of interest: 


Weisman, A. D. and Hackett, T. P.: Pre- 
dilection to death; death and dying as 
a psychiatric problem, Psychosomatic 
Med., May-June 1961. 


patient‘s secret?, Med. Econ., 38:200- 
201, 19 June 1961. 


Jolly, H.: Co-operation between doctor 
and hospital chaplain, Lancet, 1:761- 
763, (April 8), 1961. 


Williams, D. N. and Hyatt, G. W.: The 
tissue bank of the Naval Medical 
School and you, Mil. Med., 126:407- 
416, June 1961. (Includes a discus- 
sion of the religious and moral aspects 
of tissue donation.) 


Lack, D.: The conflict between evolution- 
ary theory and Christian belief, Nature, 
187:98-100, July 9, 1960. 


O’Donnell, T. J. (S.J.): Moral concepts 
of progestational therapy, Georgetown 
Med. Bull., 14:330-333, May 1961. 


Jakobovits, I.: The dissection of the dead 
in Jewish Law, an _ historical study 
(Part I), Hebrew Med. J., 1-210-222, 
1960. 


Beere, L. O.: St. Luke’s Day sermon, New 
Zeal. Med. J., 60:7-8, Jan. 1961. 


Steinberg, W.: Gynecology and obstetrics 
in the Old Testament and the Baby- 
lonian Talmud, Int. Rec. Med., 173: 
756-769, Dec. 1960. 


McAllister, R. J. and Vanderveldt, A. 
(O.F.M.): Factors in mental illness 
among hospitalized clergy, J. Nery. & 
Ment. Dis., 132-80-88, Jan. 1961. 


MacLeod, J., Sobrero, A. J., and Inglis, 
W.: In vitro assessment of commercial 
contraceptive jellies and creams; posi- 
tive correlation between laboratory 
tests and clinical use awaits further in- 
vestigation, J.4.M.A., 176:427-431, 
May 6, 1961. 


Hauser, Philip M.: Population Perspec- 
tives, Rutgers University Press. 1961: 
183 pp. $3.50. (Reviewed in America, 
105:428, June 10, 1961, by Wm. J. 
Gibbons. ) 


Veeder, B. S.: A pediatric ethical ques- 


tion, J. Pediat., 58:604-605, April 
1961. 
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Bowen, D. E.: Religion and medicine, 
Newton-W ellesley Med. Bull., (Mass.) 
13:1-10, May 1961. 


a v ersy on medical care, America, 104: 
375-377, Dec. 10, 1960. 


Holt, J. G. H.: Marriage and Periodic 
Abstinence, Longmans, Green and Co., 
Inc.: New York. 1961. $1.95. 


Pillsbury, S. G.: 32,465 deliveries with 
only one mother’s death—during a 15- 
year period which included 1,920 cesar- 
ean sections, ].A.M.A., 174:2151-2152, 
Dec. 24, 1960. 


Ingle, D. J.: Living philosophy (editor- 
ial), Pharos of Alpha Omega Alpha, 
24:120-121, April 1961. 


Whitaker, L. H.: Oestrogen and psycho- 
sexual disorders, Med. J. Australia, 2: 
547-549, Oct. 17, 1959. 


Behney, C. A.: Cesarean section delivery 
after death of the mother, J.A.M.A., 
176:617-619, May 20, 1961. 


Grant, R. N.: Scientific controls and can- 
cer controls, (editorial), CA, 11:40, 
Jan.-Feb. 1961. (Human experimenta- 
tion in cancer research.) 


Mehta, B. R.: Pregnancy and tuberculo- 
sis, Dis. Chest., 39:505-511, May 1961. 
(If appropriate modern therapy is em- 
ployed pregnancy has no deleterious 
effect on tuberculosis.) 


Modell, W.: The ethical obligations to 
the nonsubject, (editorial), Clin. Phar- 
macol. & Therap., March-April 1960. 


Calvin, M.: The origin of life on earth 
and elsewhere, Ann. Int. Med., 54:954- 
976, May 1961. 


Chri, B. B. and Jhaver, P. S.: Steriliza- 
tion by vasectomy, Indian J. Surg., 20: 
480-484, 1958. 


tions in Eastern Europe, Med. Tribune, 
2:3, March 27, 1961. 


Report of the Conference on Surgical 
Birth Control, HBAA News, Human 
Betterment Association of America, 
Inc., June 1961. 
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Tietze, C. and Lehfeldt, H.: Legal abor- 
tion in Eastern Europe, J.A.M.A., 175: 
1149-1154, Apr. 1, 1961. 


Provonsha, J. W.: Ethical implications of 


medical hypnosis, Medical Arts @& 
Sciences, (Journal of the College of 
Medical Evangelists, Los Angeles, 
Calif.), 14:122-130, Fourth Quarter, 
1960 


Hirsh, B. D.: Informed consent to treat- 
ment; medicolegal comment, J.A.M.A., 
176:436-438, May 6, 1961. 


Ayre, J. E. and Scott, J. W.: Carcinoma 
in situ in pregnancy, J.A.M.A., 176: 
102-105, Apr. 15, 1961. 


(Editorial): Mauritius and Malthus, Lan- 
cet, 1:542-543, March 11, 1961. (The 
population problem.) 


Krause, L. A.: Medicine and the bible, 
West. Va. Med. J., 55:432-437, Dec. 
1959. 


Murphy, E. L.: The saints of epilepsy, 
Med. Hist., 3:303-311, Oct. 1959. 
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Gaudebroy, M.: “Birth control’? in the 
face of Catholic morals, (in French), 
J. Sci. Med. Lille, 77:567-578, Nov. 
1959. 


Burghardt, W. J.: “The beloved physi- 
cian,” Georgetown Med. Bull., 13:174- 
176, Feb. 1960. 


Towne, Janet E.: Premarital counseling, 
Med. Clin. N. A., 45:53-62, Jan. 1961. 
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Others 


Rr. Rey. Mscr. D. A. McGowan — Moderator 
REVEREND JOHN J. FLANAGAN, S.J. — Editor, THE LINACRE QUARTERLY 
Miss JEAN Reap — Executive Secretary 


Mr. M. R. Kneirt — Consultant 


DanieL A. Mutyvinitt, M.D. — Honorary President 

WituiAM P. CuesTer, M.D. — Past President 

WILuiAmM J. Ecan, M.D. — Past President 

REVEREND JosEPH R. HucueEs — Diocesan Guild Director, Trenton, N. J. 
REVEREND JAMES S. Ton, S.J. — Director Catholic Hospital Asso. of India 
HERBERT Ratner, M.D. — Oak Park, Illinois 

Georce F. Price, M.D. — Brooklyn, New York 

REVEREND Epwarp L. O’Ma.iey — Moderator, Albany, New York Guild 
REVEREND KENNETH P. McKinnon — Moderator, Detroit, Mich. Guild 
Joun H. E. Bayty, M.D. — Washington, D. C. 

GeorcE E. Mutten, D.D.S. — Brooklyn, N. Y. 

Wiiuiam Firzceratp, M.D. — Albany, New York 

REVEREND JAMEs H. Firzpatrick — Moderator, Brooklyn and Queens, N. Y. 


Guilds 


E. J. Doran, D.D.S. — Buffalo, N. Y. 


Sessions of the National Feder- 
ation Executive Board convened 
at 9:30 a.m. on Wednesday, June 
28, 1961, at the Commodore Hotel, 
New York City, New York. 


ROLL CALL indicated thirty~ 
two Guilds represented; along with 
officers and visitors, a total of fifty 
were present for the annual meet- 
ing. 

The Minutes of the Winter Ex- 
ecutive Board meeting held in 
Washington, D. C., December 3, 


1960, were read and approved. 


PRESIDENT'’S REPORT 

Dr. Eusebius J. Murphy report- 
ed on activity concerning the 
closed circuit television program 
sponsored by G. D. Searle & Co. 


regarding the use of Enovid. 
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Through direct contact with this 
drug firm, cancelation of the tele- 
cast was effected in Boston and 
New Orleans. 


The president also participated 
in a Medico-Moral Seminar held 
in Trenton, New Jersey earlier in 
the year. 


He directed the Mission Pilot 
Study inaugurated to assist in the 
establishment of a central bureau 
to furnish medical and para-medi- 
cal personnel to mission areas. 


In March, the president partici- 
pated in the 50th Anniversary cel- 
ebration of the Guild of St. Luke 
of Boston, speaking in the name of 
the National Federation on that 
occasion. 


He also addressed the Spanish~- 
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speaking doctors in the New York 
area to encourage the formation of 
a Guild. An address was also giv- 
en to the Rene Goupil Guild in 
Trenton, New Jersey, effecting its 
affiliation with the National or- 
ganization. 


MobErRATOR’S REPORT 


Monsignor McGowan indicated 
that his position is often one of 
being a ‘‘spiritual referee.’’ Not 
judging the Catholicity of any per- 
son, but giving guidance to the 
group in general. He said that his 
most interesting task since the last 
meeting involved the happy solu- 
tion of the problem concerning lay 
medical volunteers in over-seas 
Catholic activity. He also reported 
that the concept of a ‘Catholic 
Physician of the Year’ Award 
should be, in his judgment, main- 
tained. 


The Moderator advised that 
legal counsel in Washington, D.C., 
through N.C.W.C., will assist in 
effecting incorporation of the Na- 
tional Federation of Catholic 
Physicians. 


THE LINACRE QUARTERLY 


Distribution of 10,492 copies of 
the May LINAcRE QuaRTERLY was 
reported, 


Several articles from recent is- 
sues have been reprinted, on re- 
quest, in other journals, 


Material is continually needed. 
A sheet will be included in the 
next issue of Guilds in Action re- 
questing titles and suggesting au- 
thors to assist the journal’s Edi- 
torial Board in securing articles. 


rz 


Effort is still being made to se- 
cure advertising for the magazine. 


MEMBERSHIP REPORT 


Dr. Clement Cunningham, com- 
mittee chairman, announced the 
possibility of National affiliation 
of some 30 or more Guilds during 
1961-1962. 


Contact with Canadian areas, 
principally around Montreal, indi- 
cates interest in the formation of 
more Guilds in Quebec and other 
Provinces. 


He has been corresponding with 
State chairmen who have ex- 
pressed willingness to assist with 
the formation of these groups in 
cities where none function at pres- 
ent. 


To effect the formation of the 
Chicago, Illinois Guild, a public 
relations agency has been em- 
ployed to work with an Executive 
Committee of doctors under eccle- 
siastical guidance. Initiation fee is 
$10.00 and annual membership 
dues are $5.00, per member. 


The 100th Guild, represented by 
Dr. James R. Doyle of Rochester, 
Minnesota, was welcomed to the 
Board meeting. Some 6,347 mem- 
bers comprise the entire member- 


ship of the Guilds. 


A map dotted with the locations 
of the affiliated Guilds throughout 
the United States and Canada was 
displayed to the gathering. 


FINANCIAL REPORT 


The Statement of Cash Receipts 
and Disbursements, prepared by 
Certified Public Accountants, Ker- 
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ber, Eck and Braeckel of St. Louis, 
Missouri as of December 31, 1960 
indicated total receipts for the year 
to be $27,270.12; added to the bal- 
ance on hand as of January 1, 
1960, income totaled $37,799.09. 
Deducting disbursements for the 
year of $25,775.43, the cash bal- 
ance was $12,023.66. Accounts 
Payable on December 31 amount- 
ed to $1,463.27. As of May 31, 
1961, the balance on hand was 
approximately $9,000.00. 


The Board authorized the cen- 
tral office to invest unused income, 
to realize extra earnings for Fed- 
eration projects. 


A.M.A. ExuHIBIT 
Dr. Gerard P. J. Griffin, chair- 


man of the. Federation Exhibit, ex- 
plained that the display used for 
the past five years was prepared 
again for the 1961 A.M.A. con- 
vention. To effect an audio-visual 
plan with the assistance of experts 
in the fields of theology and medi- 
cine, would have meant construct- 
ing a new display and those asked 
to participate had to decline be- 
cause of other commitments, so 
minor changes were made to the 
present booth and used again. 


The staffing was quite disap- 
pointing. Wery few doctors re- 
sponded to the chairman's request 
to give an hour or two through 
the week to service the exhibit. 


A new theme of presentation 
seems to be in order. Enthusiasm 
for the Mission Movement might 
be the change of subject to increase 
interest in the project. The advice 
of others in the Catholic Action 
field is to be sought. 


Aucust, 1961 


10TH INTERNATIONAL CONGRESS 
oF CatrHo.tic Docrors 


Dr. J. E. Holoubek, chairman of 
the Congress committee, read the 
provisional program along with a 
report from Dr. John Cavanagh of 
Washington, D. C., recently re- 
turned from a London meeting 
with those directing the sessions. 
Papers are to be submitted in trip- 
licate before March 17, 1962. A 
special committee will judge and 
choose sixteen to be given. Again, 
the theme is “The Catholic Doctor 
in Changing Societies” and will 
develop the following topics: 


The Catholic Doctor and the 
Problems of the Adolescent 


The Catholic Doctor and the 
Aging Population 

The Catholic Doctor and the New 
Approaches to Mental Health 


The ‘‘Hopeless’’ Case 


The Catholic Doctor in the Newly 
Independent Countries 


Charter flight information and a 
vacation tour planned for Ameri- 
can doctors who wish to attend the 
Congress scheduled for July 9-13, 
1962 will be made available on 
request. 


HEALTH OF RELIGIOUS PROGRAM 


The need for the Program in the 
light of requests to The Catholic 
Hospital Association for assistance 
in formulating a medical examina- 
tion form and other phases of 
health care for clergy and religious 
was briefly outlined. 


Dr. James T. Nix, the Program 
chairman, reported on progress, in- 
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dicating the four phases of the 
project to be: 


1. Development of a Standard 
Health Record System 


2. Establishment of the confidence 
of and improvement of com- 
munication with the directors of 
responsible religious groups, 
such as the Conference of 
Major Religious Superiors for 
Women, the Sister Formation 
Movement and The National 
Congress of Religious. 


3. Education and Research 


4. Organization of a comprehen- 
sive health program under re- 
ligious control. 


The Standard Health Record 
System developed by the commit- 
tee consists of six forms: 


1. Medical Form for Examinee 
2. Medical Identification Card 


3. Physician’s Report or Commun- 
ication Sheet 


4. Annual Physical Examination 


Sheet 
5. Instruction Sheet 


6. Brochure on Health Care of 
Clergy and Religious 


This health ‘‘package’’ has been 
printed and distributed by The 
Catholic Hospital Association to 
the higher superiors of its member 
hospitals. The need for psychiatric 
evaluation is recognized. The 
Guild of Catholic Psychiatrists has 
been requested to aid in the devel- 
opment and testing of a satisfac- 
tory form. 
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Dr. Nix will present the Pro- 
gram at the National Congress of 
Religious at Notre Dame Univer- 
sity in August of this year. 


Educational efforts are reflected 
in the articles appearing, from time 
to time, in THE LINACRE QuUAR- 
TERLY. Grants have been provided 
for research in the health care of 
religious. 


The committee feels that phases 
one and two of its assignment have 
been completed. Future efforts will 
be directed toward education and 
to the development of a compre- 
hensive health program for relig- 
ious under religious control. 


It is felt that much can be done 
by local Guilds to assist in this 
Health Care Program for Relig- 
ious. A set of the health care 
“package” is to be sent to all 
Guild presidents. 


CATHOLIC PHYSICIAN OF 
THE YEAR AWARD 


At the request of the Detroit 
Physicians’ Guild, the subject of 
the Catholic Physician of the Year 
Award was added to the agenda 
for discussion. 


It was explained that this Award 
was inaugurated in 1957 when the 
Federation celebrated its 25th an- 
niversary and that each year since 
that time, biographical material on 
various Catholic physicians, not 
necessarily members of any Guild, 
has been submitted to a committee 
of Federation doctors appointed 
by the president to study and make 
the decision. Admittedly, the judg- 
ing is difficult but many present 
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expressed the opinion that it is fit- 
ting to name a Catholic colleague 
for this honor. Mention was also 
made of the fact that all names 
suggested are submitted to local 
Chancery offices for their infor- 
mation and official recognition. 


It was decided to continue the 
annual Award which is announced 
at the Winter meeting of the Ex- 
ecutive Board. 


WINTER Boarp MEETING 


To follow tradition, the Winter 
Board Meeting of the National 
Federation of Catholic Physicians’ 
Guilds will follow the Clinical Ses- 
sions of the American Medical 
Association and be held in Denver, 
Colorado. The dates will be De- 
cember 2 and 3, 1961. 


COMMITTEE REPORTS 


Dr. William Egan, chairman of 
the Federation group attending the 
White Conference on Aging, held 
in January of this year, had given 
his report which appeared in the 
February issue of THE LINACRE 
QUARTERLY. Comments from sev- 
eral readers of the journal ex- 
pressed the hope that a more firm 
stand would be taken by the Na- 
tional organization in the matter of 
financial assistance for the care of 


the Aged. 


Dr. Martin J. Healy, chairman 
of the Century Dinner, reported 
preparations complete to take care 
of some 500 guests for the dinner 
and program planned for the eve- 
ning of June 28. He described the 
difficulties in planning such an 
event; five mailings to Guild mem- 
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bers throughout the country were 
not too productive of reservations 
and he advised that local support 
was counted upon most heavily. 
Several substantial donations were 
a great boon to financing the 
venture. 


GuILD REPORTS 


These will appear in the next 
issue of Guilds in Action. 


FATHER J. J. FLANAGAN, S.J. 
HONORED 


Before adjourning for lunch, a 
Spiritual Bouquet was presented to 
Father John J. Flanagan, S.J., edi- 
tor of THE LINACRE QUARTERLY 
and adviser to the Federation, on 
the occasion of his 25th anniver- 
sary in the priesthood. The Mass- 
es, Holy Communions, Visits, Ros- 
aries, and Offerings of Day's 
Work, gathered from the physi- 
cians in our Guilds were recorded 
and presented to Father along with 
a note to advise that a sum is on 
hand for expenses to attend the 
International Congress of Catholic 
doctors to be held in London next 
year. 


CaTHOLIc MISSION SERVICE 


To report on the Pilot Study, 
the president described the back- 
ground of the need for a central 
service to provide medical and 
para-~medical services to mission 
lands. The idea had been present- 
ed to the Federation Board a year 
ago and a committee was appoint- 
ed to study the matter. Individual 
Guilds are interested in this proj- 
ect and some are at this time send- 
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ing doctors to foreign lands, sup~- 
porting them financially. Contact 
with the Catholic Medical Mission 
Board with offices in New York 
City offering to assist in whatever 
ways possible to help execute that 
function of the organization to 
supply personnel to the missions, 
brings the study up-to-date. The 
possibilities of aid to a central 
service bureau could be: 


1. Financial support from local 


Guilds 


2. Guilds serving as screening 
agencies for the Catholic Medi- 
cal Mission Board 


3. Sending personnel 


To promote the cause, the presi- 
dent appointed a Ways and 
Means Committee of the Federa- 
tion to offer assistance to the 
Catholic Medical Mission Board. 
Members are: Drs. R. Locey, 
chairman; C. Maternowski, J. E. 
Holoubek, F. Drinan, Wm. Ches- 
ter, W. Davidson, J. Daniels, J. 
Malone, and D. A. Mulvihill. 


Reverend J. Tong, S.J., Director 
of the Catholic Hospital Associa- 
tion of India, in the United States 
at present from New Delhi, de- 
scribed outstanding work done by 
physicians in the missions. Allied 
aid in the form of scholarships, 
sending equipment, text books for 
student nurses, was also indicated 
as a worthy cause. 


The interest of other faiths in 
mission work was forcefully de- 
scribed. 


Special meetings called by Rev- 
erend Anthony LaBau, S.J., direc- 
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tor of the Catholic Medical Mis- 
sion Board, during the A.M.A. 
convention to discuss mission mat- 
ters will be productive of a more 
definite plan to report at the next 
Board meeting. 


NoMINATING COMMITTEE 


Election of officers will be held 
at the next Federation Board 
meeting. The president appointed 
the following to serve as the Nom- 
inating Committee: Drs. William 
J. Egan, Boston; Melvin F. Yeip, 
Cleveland; Wm. P. Chester, De- 
troit; D. A. Mulvihill, New York, 
and James T. Nix, New Orleans. 
A slate of officers will be present- 
ed to the Board at the Winter 
meeting in Denver. 


New BusINgEss 


Motion was passed to incorpor- 
ate the National Federation and 
Monsignor McGowan was asked 
to have N.C.W.C. proceed in the 


matter. 


It was voted to investigate the 
possibilities of an Educational 
Fund for the Federation to devel- 
op projects along this line. 


A request from the Baton Rouge 
Guild to have the Federation pre- 
pare a Pre-Cana film, for physi- 
cians to use in their Conference 
work, was referred back to the 
group for contact with the Family 
Life Conference of N.C.W.C. 

Meeting adjourned at 4:00 p.m. 


* * * * 


Reception and Dinner-Dance, 
Commodore Hotel, 6:30 p.m. 
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Roll Call 


CATHOLIC PHYSICIANS’ GUILDS 


The listing below gives the name of the president and moderator of each Catholic 
Physicians’ Guild affiliated with the Federation. These groups constitute the national 


organization. 


ALABAMA 
Mobile 
President 
C. ApriEN Bobet, Jr., M.D. 
1507 Spring Hill Ave. 
ARIZONA 
Phoenix 
Date H. STANNarD, M.D. 
550 West Thomas 


Tucson 
SwneY KEMBERLING, M.D. 
5833 E. So. Wilshire Drive 

CALIFORNIA 

Bakersfield 
PuHitutips DuNnrorp, M.D. 
614 Bernard St. 

Fresno 
Georce G. Wo rg, M.D. 
3004 N. Fresno St. 


San Diego 
Witiiam A. Yancey, M.D. 

_ 2290 6th Ave. 

Santa Rosa (Sonoma County) 
Anpbrew E. THuESEN, M.D. 
50 Montgomery Drive 


Los Angeles 
FREDERICK K. AMERONGEN, M.D. 
10628 Riverside Drive 
No. Hollywood, California 
Oakland (East Bay) 
Tuomas H. McGuirg, D.D.S. 
1904 Franklin St. 
Oakland 


Sacramento 
Norsert B. Frey, M.D. 
3029 El Camino Ave. 
COLORADO 
Denver 


Davw P. HaFen, M.D. 
950 Everett St. 
CONNECTICUT 
New Haven 
Wi.iaM Riorpan, M.D. 
111 Sherman Ave. 
Norwich 
H. Peter ScHwarz, M.D. 
172 Washington St. 
Stamford 


ANGELO MASTRANGELO, Jr., M.D. 


19 Grandview Ave. 
AucustT, 1961 


Moderator 
Rev. P. H. Yancey, S.J. 


Rev. JOHN P. Doran 


REVEREND BERNARD HEALY 


Very Rev. Mscr. RoceER McCann 


Rr. Rev. Msecr. JOHN F, Durkin 


REVEREND Epwarp L. KokoszKA 


REVEREND ErRwIN J. BECKER 


Rr. Rev. Mser. J. J. TRuxaAw 


Rr. Rev. WiLiiaM F. REILLY 


Rr. Rev. Mscr. THomas MARKHAM 


Very Rev. Mser. Davin MALONEY 


Rev. JoHN C. Knott 


Rr. Rev. Mscr. JoHN J. Reitty, V.G. 


Rr. Rey. Mser. N. P. CoLEMAN 


leh 


DELAWARE 
Wilmington 
Tuomas H. McGuire 
212 Delaware Ave. 


New Castle, Delaware 
FLORIDA 


Miami 
FRANKLYN E. VERDON 
4100 Red Road 

ILLINOIS 

Belleville 
Juuian N. Buser, M.D. 
4601 State St. 
E. St. Louis, Illinois 


Joliet 


Nicuotas P. Primiano, M.D. 


700 Western Ave. 
Peoria 


CLARENCE Warp, M.D. 
Lehmann Bldg. 


300 East War Memorial Drive 


Rock Island 
Tuomas W. Carter, M.D. 
1630 5th Ave. 
Moline, Illinois 

INDIANA 

Evansville 
Owen L. StaucuTer, M.D. 
Medical Arts Bldg. 

Fort Wayne 


ArtHur F. Horrman, M.D. 


3619 Harris Road 
Hammond 

C. E. Franxowsk1, M.D. 

1907 New York 

Whiting, Indiana 
Indianapolis 

Joun M. Courtney, M.D. 

4240 Washington Blvd. 

IOWA 


Davenport 


Cuarves E. Brock, M.D. 
2668 Ripley St. 

Dubuque 
Avoysius J. Haviix, M.D. 
207 W. 3rd St. 
Tama, Iowa 

Sioux City 
Wituiam S. THoman, M.D. 
326 Davidson Bldg. 

KANSAS 

Wichita 

WituiaM J. ReAts, M.D. 


3400 Grand Ave. 
KENTUCKY 


Louisville 
Louis M. Fottz, M.D. 
323 Medical Arts Bldg. 
1169 Eastern Parkway 
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Rev. THOMAS J. REESE 


Rev. JAMES J. WALSH 


Very Rev. CLEMENT G. SCHINDLER 


Rr. Rev. Mscr. Epwin V. Hoover 


Rev. WALTER BucHE 


Rev. JOHN O'CoNNOR 


Rr. Rev. Mscr. THos. J. Clark 


Rev. ALBERT SENN, O.F.M. 


Rev. Rosert EMMONS 


Very Rev. JAMeEs P. GALVAN 


Rev. JoHN P. DoLan 


Rr. Rev. Mscr. T. J. GANNON 


Very Rev. Mscr. W. B. BAUER 


Rev. Patrick J. Hottoran, S.J. 


Rev. BERNARD Boong 
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_ LOUISIANA 
Alexandria 


Ausrey M. ALEXxXANpER, M.D. 


Cabrini Hospital 
Baton Rouge 
Cray WacceEnspack, M.D. 
2151 Terrace Ave. 
Houma (Terrebonne) 
H. L. Haypet, M.D. 
=92- Barrow St, 


Lafayette 
NicHoras Outvier, M.D. 
510 St. Landry St. 
Monroe 
Roy A. Ketry, M.D. 
1804 Roselawn 


New Orleans 


Nicuoras J. Accarpo, M.D. 


2100 Tulane Ave. 


Shreveport 
E. Ray Morean, M.D. 
803 Jordan St. 
Southwest Louisiana 
(Lake Charles) 
C. O. Frepericx, M.D. 
Medical Arts Bldg. 
Lake Charles, La. 


MAINE 
Portland 


Epwarp A. Greco, M.D. 
12 Pine St. 


‘AASSACHUSETTS 
Boston 
Francis W. Drinan, M.D. 
1180 Beacon St. 
Brookline, Mass. 
Fall River 
Francis J. D'Errico, M.D. 
130 Rock Street 
New Bedford 
WILLIAM WALSH 
666 East Clinton Street 
Pittsfield 
Joun F. Gowpey, M.D. 
955 North St. 


MICHIGAN 

Detroit 
JoHn M. Matong, M.D. 
173 Schaefer Rd. 

Grand Rapids 
Retnarp P. Nanzic, M.D. 
153 Lafayette S.E. 

Saginaw 
Rosert L. Viru, M.D. 
808 No. Michigan 
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Rev. Paut E. Conway 


Rr. Rev. Mscr. H. P. Loumann, V.P. 


Rr. Rev. Mscr. ANTHONY G. WEGMANN 


Very Rev. Rupo_tpH ARLANTI 


Rev. Davw P. Dasria 


Very Rev. JoHN McQuapbE 


Rev. Marvin J. BorDELON 


Rr. Rev. Mser. L. H. Boupreaux, S.T.D. 


Rev. THomas M. Leg 


Rey. Joun A. McCarthy, S.J. 


Rev. DanieEL F. SHALLOO 


Very Rev. H. A. GALLAGHER 


Rey. Francis E,. HILBERT 


Rev. KENNETH MacKInNoN 


Rr. Rev. Mscr. RAYMOND SWEENEY 


Rey. Francis A. JuREK 
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MINNESOTA 
Mi olis 
eT ieEbane H. Sweetser, Jr., M.D. Rev. Georce GARRELTS 
1553 Medical Arts Bldg. 


Rochester 
CLARENCE Geo. Ocusner, M.D. 
Community Clinic Very Rev. Mscr. WittiAmM T. MAGEE 
Wabasha, Minnesota 
St. Cloud 
Joun B. Beunine, M.D. Rev. Patrick RILEY 
816 So. Germaine St. 
MISSOURI 
Kansas City 
TimotHy S. Bourke, M.D. REVEREND NorMAN ROTERT 
4535 Rockhill Terrace 
St. Louis 
James P. Murpny, M.D. Rr. Rev. Mser. C. B. Faris 
634 No. Grand Blvd. 
MONTANA 
Great Falls 
Tuomas C. Power, M.D. REVEREND JOHN MICHELOTTI 
Barber Lydiard Bldg. 
NEBRASKA 
Omaha 
Epwarp J. SmitH, M.D. Rev. Vincent Decker, S.J. 


307 So. Happy Hollow Blvd. 
NEW HAMPSHIRE 
Manchester 
JosepH M. McCartny, M.D. Rev. JAMEs J. MARKHAM 
21 So. State St. 
Concord, New Hampshire 
NEW JERSEY 
Diocese of Newark 
Dona tp J. Kisstncer, M.D. Rev. JosePH P. LaInG 
741 Teaneck Road (Bergen County) 
Teaneck, New Jersey 


James F, Firanacan, M.D. Rev. ArtHur N. HEimBoip 


306 High St. (Essex County) 
Newark, New Jersey 


VincenT P. Butcer, M.D. Rey. E. D. HENNESSEY 
33 Bentley Ave. 
Jersey City, New Jersey (Hudson County) 


Paut J. Kreutz, M.D. Rev. Harroitp A. Murray 
360 Union Ave. 


Elizabeth, New Jersey 
Diocese of Trenton 


(Union County) 


Howarp E, Torrey, M.D. REVEREND JOSEPH R, HuGuHEs, 
6 Oak Lane Diocesan Coordinator 
JoHN ALBERT Situ, M.D. REVEREND JOHN J. REILLY 
106 Main St. 
South River, New Jersey 
NEW YORK 
Albany 
Danie F. O'Keere, M.D, Rev. Epwarp L. O’MALLey 
153 Bay St. 
Glens Falls, New York 
Bronx 
AntuHony J. AtTiER1, M.D. Rev. Icnatius W. Cox, SJ. 


2438 Morris Ave. 
New York 68, New York 
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Brooklyn 


Dantet J. Sutiivan, M.D. 
225 Sst St 


Buffalo 
GerorcE F. O’Grapy, M.D. 
2773 Main St. 

Elmira 
James A. Mark, M.D. 
371 W. Church St. 


Rockville Centre 


MicHaELt M. Asseng, M.D. 
281 Jerusalem Ave. 


Hicksville, New York 


New York 
James T. Danizts, M.D. 
642 Park Avenue 


Ogdensburg 
Joun N. Hayes, M.D. 
19 Academy St. 
Saranac Lake, New York 


Queens County 
ArrHur Kiaum, M.D. 
7119 Kessel St. 
Forest Hills, New York 


Staten Island 
JoszpH SwoTl, M.D. 
278 Heberton Ave. 


Utica 


Antuony G. Cuanatry, M.D. 


2000 Sunset Ave. 


Westchester 


ArtuHur J. Mannix, M.D. 
650 Main St. 
New Rochelle, N. Y. 


OHIO 
Cincinnati 
CwHartes S. Briasz, M.D. 
2600 Union Central Bldg. 
Cleveland 


MELvIN F. Yep, M.D. 
7431 Detroit Ave. 


Columbus 
Puitie C, Ronp, M.D. 
1500 W. 3rd Ave. 


Dayton 
Gerarp A. WeicEL, M.D. 
300 Fidelity Bldg. 


Steubenville 
Raymonp M. Cacnina, M.D. 


909 3rd St. 
Brilliant, Ohio 
Toledo 
Cuartes S. Wout, M.D. 
Scottwood Medical Center 
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Rey. James H. Firzparrick 


Rev. MicHAgEL SEKELSKY 


Rev. Pumire E. McGHan 


Rev. THomas McG.apg 


VerY REVEREND Patrick J. FRAWLEY 


Rr. Rev. Mscr. WILuiAM J. Arcy 


Rey. James H. Fitzpatrick 


Rev. JosEpH T. RiorDAN 


Rey. GeraLD REINMANN, O.F.M. Conv. 


VerY Rev, JOHN GOODWINE 


Very Rev. Mscr. JOHN C. STAUNTON 


Rr. REVEREND FRANCIS CARNEY 


REVEREND Hucu J. MurpHy 


Rev. Epwin M. LeimKuH_er, S.M. 


REVEREND CLAIR DINGER 


Rr. Rev. Ropert A. MAHER 
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Youngstown 
D. Epwarp Picuette, M.D. 
1005 Belmont Ave., Room 220 
OKLAHOMA 
Oklahoma City 
IRwIN Brown, M.D. 
413 N.W. 12th St. 
OREGON 
Eugene 
GeorGce TE.Lter, M.D. 


Eugene Hospital and Clinic 
1162 Willamette 


Portland 
JosepH T. Hart, M.D. 
6201 S. W. Capitol Highway 


PENNSYLVANIA 
Philadelphia 

(St. Rene Goupil Guild) 
Joun S. Hickey, M.D. 
3358 Disston St. 
(St. Francis of Assisi Guild) 
Gino G. Papotra, M.D. 
7 Englewood Road 
Upper Darby, Pa. 


Pittsburgh 


CuHari"s L. Scumitt, M.D. 
3700 Fifth Ave. 


SOUTH DAKOTA 
Sioux Falls 


Wituiam E. Donanoez, M.D. 
1600 S. Western 


TENNESSEE 
Knoxville 
Gino F. Zanotu, M.D. 
National Laboratory 
Oak Ridge, Tennessee 


Nashville 


Eric BELL, Jr., M.D. 
1903 Hayes Street 
TEXAS 
Austin 
ALFRED J. Ketty, M.D. 
509 W. 18th St. 
Dallas 
Louis C. Jounston, M.D. 
3121 Bryan St. 
El Paso 
Cuarves E. Wess, M.D, 
1501 Arizona 
Fort Worth 
Harry Womack, M.D. 
1520 Thomas Place 
Houston 
James M. Kegcan, M.D. 
1004 Medical Towers 
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Rev. JosEpH Lucas 


Rr. Rev. Msecr. Gitpert HARDESTY 


Very Rey. EpmMunp J. MurNANE 


Rev. Lupovic J. Deroun 


Rev. LAurENCE MAHER 


Rev. NELson J. Curran 


Very Rev. Mscr. JosepH G. FINDLAN 


Rev. JAMES JOYCE 


Rev. Leo C. BALDINGER 


Rev. JAMes D, Nieper gsEs 


Rev. RicHarp E, McCase 

Rev. LAWRENCE DE PALco 

Rr. Rev. Mscr. Hucn G. Quinn 
Very Rev. Mser. JosepH P. Ersrick 

Verv Rev. Victor B. Brezik 
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San Antonio 


Epwin L. Mug ter, Sr., M.D. 


1616 San Pedro Ave. 


San Antonio, Texas 


VERMONT 
Burlington 
Maurice J. Watsn, M.D. 
216 So. Union St. 


VIRGINIA 
Arlington 
RicHarp Mutvaney, M.D. 


5801 Van Fleet Drive 
McLean, Virginia 


Richmond 
JosepH T. Byrne, M.D. 
Seaboard Building 
3600 W. Broad St. 


WASHINGTON 
Tacoma 


STEVENS S. SANDERSON, M.D. 
1702 Brookside Terrace 


WISCONSIN 
La Crosse 
Patrick J. Murpny, D.D.S. 
210 Linker Bldg. 


Milwaukee 
Maurice B. Byrnes, M.D. 
7029 Milwaukee Ave. 
Wauwatosa, Wisconsin 


WYOMING 


North-Central Wyoming (Sheridan) 


Joun A. Kneset, M.D. 
171 No. Wyoming Ave. 
Buffalo, Wyoming 
PUERTO RICO 
Santurce 


SALvapor Busquets, M.D. 
659 Abolicion 

URB. Baldrich 

Hato Rey, Puerto Rico 


CANADA 
British Columbia 
(Vancouver) 


Joun C. McKenzie, M.D. 
7575 Cambie St. 


Manitoba (Winnipeg) 
Joun N. R. ScatuiFF, M.D. 
Misericordia General Hospital 


Rev. THOMAS FRENCH 


Rey. Donato H. Byrnes 


REVEREND THOMAS J. CassIDY 


Rev. Ernest L. UNTERKOEFLER 


Rev. CHARLES E. KELLy 


Rev. James McDonaLp 


Rey. Francis J. BIseNIus 


Rev. Puivie CoLipraro 


REVEREND RENE LEON, S.J. 


Rev. J. A. Leany, S.J. 


Rey. Paut L. Goriu, O.M.I. 


The Guilds of San Diego and Santa Rosa (Sonoma County) in California have 
been added since the last printing of our journal. They are most welcome to 


membership in the National Federation. 


AucustT, 1961 
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10th International Congress of 
Catholic Doctors..... 


Further word has reached the Federation's central office with a few more details 
of the 10th International Congress of Catholic Doctors to be held in London, 
July 9-13, 1962. 


J. F. O'Sullivan, M.D., F.R.C.S., Master of the Catholic Doctors’ Guild in 
London, has announced that papers must be submitted in triplicate before March 17, 
1962. A committee of twelve specialists will consider the articles and select sixteen 
for presentation. Material of physicians from the United States will be given due 
consideration. Submission of papers at an early date is urged. We list again the 
subjects: The Catholic Doctor and the Problem of the Adolescent; The Catholic 
Doctor and the Aging Population; The Catholic Doctor and the New Approaches to 
Mental Health; The Hopeless Case, and The Catholic Doctor in the Newly In- 
dependent Countries, 


An added meeting will be sponsored by the Catholic Marriage Advisory Council 
on Fertility. The purpose will be to bring together experts on the subject of fertility 
and infertility to discuss it from the Catholic viewpoint. Fee will be included in 
the general registration and will. be open, as far as participation is concerned, to 
any interested professional people. This will be the first Catholic Fertility Congress. 


To further our own plans to attend the Congress, would you indicate below a 
preference for the trip and return to us by October 1, without obligation, of course. 
The costs indicated do not include expenses during the London Congress. Inter- 
national Travel Advisors, Inc. of St. Louis, handling the Grand Tour of Europe 
advise those attending to add approximately $20.00 per day to expenses in addition 
to the Congress fee of 6£ (approximately $16.80 United States currency). 


National Federation of Catholic Physicians’ Guilds 
1438 So. Grand Blvd. 
St. Louis 4, Missouri 


I plan to attend the International Congress of Catholic Doctors to be held in 
London, July 9-13, 1962. Please note my choice of arrangements below: 


Fee tats A Charter Flight (_______) departure June 6—return July 14 
(New York Airport both ways) 
Rate $260.00 - $275.00 


are te: See Grand Tour of Europe (Jet to London) departure July 7 — return 
August 10 (New York Airport both ways) 
Cost $1,195.00 (Air Transportation and land costs included) 


(Extended trip to Lourdes and Fatima available) 


I understand that all expenses during the London Congress are not included in the 
above, 


Please send further information. 


LINACRE QUARTERLY 


